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INTRODUCTION TO THE PORTFOLIO
This portfolio contains the work completed over three years of the Doctorate in 
Clinical Psychology (PsychD) training course. The aim of this portfolio is to give the 
reader an overview of the experiences and development of the author over the three 
years of training.
The portfolio is divided into two volumes. Volume One is a public volume and will 
be held in the University of Surrey library. Volume Two contains more confidential 
material and is therefore a private volume. Volume Two will be stored in the 
psychology department at the University of Surrey.
Both volumes are divided into dossiers: academic, clinical and research.
This Volume I of the portfolio contains:
1) The academic dossier consisting of two essays, two problem based learning 
reflective accounts and two summaries of process accounts from the personal and 
professional learning discussion groups.
2) The clinical dossier consisting of a summary of the placements across the three 
years and four case report summaries and one summary of the oral presentation of 
clinical activity.
3) The research dossier consisting of the research log checklist, the service related 
research project (SRRP), evidence of presentation of the SRRP, an abstract of the 
qualitative research project and the major research project.
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No part of this portfolio may be reproduced without permission of the author, except 
for legitimate academic purposes.
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ACADEMIC DOSSIER
**How is a diagnosis o f  ^borderlinepersonality disorder^ experienced 
and understood? A review o f  service users ^  perspectives and staff
attitudes”
Literature Review Essay 
January 2012 
Year 1
How is a diagnosis of ‘borderline personality disorder* experienced and 
understood? A review of service users’ perspectives and staff attitudes.
ABSTRACT
Few diagnoses remain as controversial as borderline personality disorder (BPD), 
with renewed interest following the document Personality disorder: No longer a 
diagnosis o f exclusion (National Institute for Mental Health in England, 2003). The 
document highlighted, amongst many factors, stigma experienced by service users 
and inadequate systems of care. As such it is of interest to consider how service users 
experience the difficulties associated with BPD, and the views of mental health staff 
working to providing their care. This literature review was conducted to identify 
common themes in service users’ experiences and staff attitudes, how these views 
interact and contrast, and are used to consider the wider debate regarding the validity 
and utility of the diagnosis. Implications for future practice are also discussed.
KEYWORDS:
borderline personality disorder, user involvement, lived experience, staff 
attitudes, stigma
BACKGROUND AND RATIONALE
Borderline personality disorder (BPD), defined by the DSM-IV criteria as ‘A 
pervasive pattern o f instability o f interpersonal relationships, self-image, and affects, 
and marked impulsivity beginning by early childhood..^ (American Psychiatric 
Association, 1994), has been the subject of considerable interest for many years. 
Whilst much of this has considered advancements in treatment and aetiology (e.g. 
Linehan, 1993; Paris, 1993; 1994), there has been a growing focus on the validity 
and utility of the diagnosis, given the stereotypes, gender bias and stigma attached 
(Bjorklund, 2006; Nehls, 1998; Simmons, 1992). In particular, there has been a 
revived interest following the National Institute for Mental Health in England
(NIMHE) policy guidance, Personality Disorder: No longer a Diagnosis o f 
Exclusion ' (2003), which highlighted the inadequate resources to support those 
diagnosed with personality disorder (PD), resulting in active exclusion from services, 
and negative public perceptions of PD, and also there has been the introduction of a 
new classification o f ‘dangerous and severe personality disorder’ (DSPD), which has 
led to further policy proposals (Home Office, 1999).
Whilst there have been many academic debates around this area, in recent years there 
appears to have been a shift in considering research on the ‘lived experience’ of 
service users^ (Benner, 1994; Trivedi & Wykes, 2002). This author comes from the 
position of valuing service users’ experiences of their diagnosis, and of particular 
interest is how BPD is understood both by service users and the staff involved in 
their care. From the author’s experience of working in forensic in-patient settings, 
noted were the high levels of ‘burnout’ in staff working with this client group, 
frequent disparity of views within multidisciplinary teams regarding appropriate 
care, and most strikingly the contrast of understanding between how clients 
perceived their distress and how staff viewed such behaviours. Equally interest stems 
from ‘The Ailment’ (Main, 1957), which offers an interesting insight from a group 
analyst’s perspective of the frustrations and ‘splitting’ observed in staff teams 
working with clients deemed to be ‘difficult’.
In light of the government initiative ‘Improving access to psychological therapies’ 
(lAPT), clinical psychologists may work more so with clients considered ‘complex’; 
a term in the author’s clinical experience that appears to be used in reference to those 
with a diagnosis of BPD. As such it is necessary for clinical psychologists to have an 
understanding of how clients experience their difficulties. In a previous literature 
review on mental health nurses attitudes towards BPD, Filer (2005) draws out a 
prevailing negative picture towards the diagnosis, but also notes the limitations in 
hearing little from service users and the need for such research to offer counter­
arguments. Therefore this review aims to both build on Filer’s review of staff
* NB. The terms ‘service user’ and ‘client’ are used interchangeably in reference to individuals 
diagnosed with BPD.
attitudes, whilst also comparing and contrasting against service users’ perspectives, 
in aiming towards greater collaborative working.
METHOD
In conducting this literature review, the author used an inclusion criterion of articles 
studying service user’s experiences and/or staff attitudes towards BPD. These were 
gained using a cross psychology search of several databases, including Psych Info, 
Psych Articles and Medline. The search term ‘borderline personality disorder’ was 
used in conjunction with several other terms using the Boolean operator ‘AND’, 
which included ‘service user’, ‘patient’, ‘client’, ‘staff, ‘attitudes’, ‘perspectives’, 
‘experience o f  etc. Of the articles generated, several discussed experiences of PD in 
general, some of which were included in the review where a large proportion of the 
sample had a diagnosis specifically of BPD, or where the papers were considered 
seminal in the field. Themes were then drawn from the literature, combining both 
service user and staff perspectives, which are discussed below.
THEMES FROM THE LITERATURE
The meaning of the ‘label’
In reflecting on his extensive experience of hearing from clients with BPD in 
therapy, seminars and focus groups, Haigh (2006) refers to BPD as being a ‘sticky 
label’, in which clients feel blamed and not believed to be mentally ill. Only one 
study has looked solely at service users’ experiences of living with the diagnostic 
label of BPD (Horn et a l, 2007), though other studies in exploring experiences of 
living with BPD, using semi-structured or unstructured interviews, have found 
themes around the label naturally emerge (Fallon, 2003; Nehls, 1999), suggesting 
that the lived experience of BPD is intrinsically linked to the way the label is 
perceived. Horn et a l (2007) found service users had mixed responses towards the 
diagnosis, some viewing it as rejecting and lacking in meaning, which is supported 
by Nehls’s finding (1999) of it being a ‘waste-basket diagnosis’ in which clients are
labelled and judged rather than being diagnosed and treated, whilst other service 
users viewed it as containing; a helpful framework to consider their problems, which 
is supported by Fallon (2003), whereby service users found the help of the label in 
gaining access to services outweighed the hindrance.
Ramon et al (2001), in contrast to the previous studies cited, used mixed methods 
and user researchers in exploring service user views of PD in general. They found 
users conceived the diagnosis to be static and all encasing e.g. "life sentence...no 
hope ” (Ramon et a l, 2001, p.5), and found that 44% rated since receiving the 
diagnosis they had been treated worse by others. In considering this finding in 
relation to how staff may perceive clients with BPD, Lewis and Appleby (1988) used 
questionnaires to assess stereotypical views of PD in general in 240 experienced 
psychiatrists. They found even where those surveyed were asked not to be influenced 
by the diagnosis, they had more critical views of PD, rating descriptions such as 
‘difficult’, ‘no sympathy’, ‘not deserving’ and ‘attention-seeking’ highly. Similarly 
Deans and Meocevic (2006) in reviewing 65 psychiatric nurses noted the majority 
viewed clients with BPD as ‘manipulative’. Horn et a l (2007) hypothesised that a 
vicious cycle may form where clients are perceived as difficult and rejected by 
services, which in turn can result in clients becoming defensive and acting in a 
manner as such perceived to be ‘difficult’.
It is of note the varying criteria used in the studies reviewed, some stating the 
inclusion of service users who have met ‘objective’ criteria for BPD such as the 
DSM-IV (e.g. Miller, 1994; Nehls, 1999), whereas the majority have been classified 
as such by referring clinicians, without reference to external criteria (e.g. Fallon, 
2003; Horn et al, 2007; Ramon et a l, 2001), suggesting possible subjective 
judgment. This gives an overview of some of the negative attitudes towards the label 
on a superficial level, and further themes highlight the multiple factors underlying 
this stigma.
Interpretation of distress
Self-harm is considered a key feature presenting in clients with BPD (Soloff et al, 
1994), with almost 10% of all clients with BPD committing suicide (Paris, 1993).
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Several studies have highlighted that psychiatric staff view behavioural expressions 
of distress as within the client’s control (Deans & Meocevic, 2006; Lewis &
Appleby, 1988; Markham & Tower, 2003), and as such BPD is often not viewed as a 
mental illness. Lewis and Appleby (1988) cite this can be understood in the context 
of Weiner’s attribution theory (1980), whereby those seen as ‘in control’ are less 
likely to receive help, and can lead to receiving a lack of sympathy. Additionally 
Commons Treloar and Lewis (2008a) surveyed 140 health practitioners in their 
attitudes towards deliberate self-harm in BPD clients, and found those working in 
emergency medical settings had significantly more negative attitudes than those who 
worked in mental health settings, suggesting non-continuous involvement in care can 
present with less opportunity for developing empathy.
A recent study has used qualitative methods in exploring staff attitudes (Woollaston 
& Hixenbaugh, 2008), and found in contrast to previous studies cited, all nurses 
interviewed perceived BPD to be a mental health problem. The nurses did however 
report negative attitudes, such that they felt manipulated by BPD clients, and viewed 
clients as an ‘unstoppable force ’ (Woollaston & Hixenbaugh, 2008, p.705) . They 
also described threatening behaviours of self-harm as both unpleasant but also 
concerning given issues of accountability and legal implications of such incidents, 
supported in findings by Deans and Meocevic (2006). This study highlights a 
differing viewpoint; that whilst nurses have unpleasant interactions with clients with 
BPD, they still view them as deserving of care. This suggests more qualitative 
research on staff attitudes is helpful; though equally given the small sample of six 
nurses, this is unlikely to be representative of all staff views. James and Cowman 
(2007) found 30% of staff surveyed viewed BPD as not a mental illness, compared to 
50% who believed it was a mental illness, and with 20% rating ‘don’t know’, 
suggesting mixed findings.
Service users in contrast describe their distress in a variety of ways. Gunderson and 
Hoffman (2005) published two anonymised accounts of living with BPD, which 
included this description of living with feelings of suicidality:
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There was a small, incomplete layer o f me that wanted to live, but this other, 
powerful voice filled my head like a tidal wave and rushed me into hotel rooms, 
telling me to hurry up and swallow the pills. The good part o f me couldn’t compete ’
(Anonymous, Ed. Gunderson & Hoffman, 2005, p. 106)
This quote highlights confusion around identity for service users with BPD. Miller 
(1994) reports service users viewing BPD as ‘a sense of impaired self. This is 
supported by Perseius et al. (2005) who explored ten service users’ experiences of 
suffering within a diagnosis of BPD. They reported service users aim to keep up a 
‘mask of normality’, and when this became difficult to maintain, then the contrast 
observed by others can be seen as ‘acting out’.
Nehls (1999) found service users believed acts of self-harm were out of their control, 
questioning why individuals would choose to commit such acts of their free will. The 
study highlighted the concern that staff do not consider the causes behind distress. 
For example Ramon et al. (2001) found 88% of service users in their study had 
experienced abuse, 80% of which was experienced during childhood, and 
considering this James and Cowman (2007) reported 12.5% of nurses surveyed 
rarely obtained information on history of abuse or rape, with 10.9% rating never 
obtaining the information. Several studies as such have called for the term 
‘attachment-seeking’ over ‘attention-seeking’ to be used as a framework for 
understanding distress exhibited by those with a diagnosis of BPD (Castillo, 2000; 
Koehne & Sands, 2008).
BPD versus other diagnoses
Several studies have contrasted attitudes towards BPD with attitudes towards other 
diagnoses such as schizophrenia and depression (Fraser & Gallop, 1993; Gallop et 
al, 1989; Lewis & Appleby, 1988). Gallop et al. (1989) asked 113 nurses to consider 
hypothetical scenarios involving clients with BPD and schizophrenia, and to give 
responses, which were rated either ‘no care’, ‘solution focused’ or ‘affective 
involvement’, in terms of levels of empathy. They found nurses were more likely to
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give ‘affective involvement’ responses to schizophrenic clients and ‘no care’ 
responses to those with BPD. Although these related to hypothetical statements, 95 
nurses stated this would mirror their responses in clinical practice, which is 
confirmed by Fraser and Gallop (1993) in their study on actual nursing behaviours in 
a group situation.
More recent studies (Markham, 2003; Markham & Tower, 2003) have observed 
nursing staff rated clients with schizophrenia having less control over challenging 
behaviours than clients with BPD, and rated having more sympathy for clients with 
schizophrenia than clients with BPD. This again leads to implications for beliefs 
around control relating to help-giving (Weiner, 1980). Markham and Tower (2003) 
found nurses showed high social rejection and beliefs around dangerousness towards 
clients with BPD over clients with schizophrenia, but this effect was not found in 
Health Care Assistants. This may suggest differences in experience levels may 
contribute to negative attitudes and stereotyping, though it is of note that both staff 
groups reported similar levels of negative experiences with the BPD client group.
Studies exploring service users’ perspectives of BPD highlight a high co-morbidity 
with depression and anxiety (Castillo, 2000; Miller, 1994; Ramon et a l, 2001) and 
consider whether the use of depression as a diagnosis is more appropriate, helpful 
and in light of the above staff views, less stigmatising and allowing for positive care. 
Equally Ramon et a l (2001) notes how descriptions by clients of their diagnosis of 
PD map on more appropriately to their additional diagnoses of depression and 
anxiety, and question whether clinicians respond selectively to self-harm acts and 
interpersonal difficulties within PD, whilst overlooking distress associated with 
depression. Aptly Perseius et a l (2005) suggest that we all experience levels of 
distress, but the odds are shifted for those diagnosed with BPD, as described as 
‘performing a balancing act...on a slack wire over a volcano ’ (p. 167), and therefore 
BPD could be considered as part of a continuum, rather than a distinct entity.
Oualitv of relationships and care
Given the negative views already highlighted by clinical staff, it is unsurprising that 
service users report feeling an imbalance in terms of power dynamics (Horn et a l.
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2007; Nehls, 1999), with clinicians seen holding the position of ‘expert’ and as such 
often withholding information from the client. It is telling that service users rate 
family members or partners as the most helpful relationships (Castillo, 2000; Fallon, 
2003; Ramon et a l, 2001), with 45% of service users rating CMHT staff as unhelpful 
in one study (Ramon et a l, 2001), and 72% reporting bad or mixed treatment from 
professionals in another (Castillo, 2000). Woollaston and Hixenbaugh (2008) found 
nurses reported feeling inadequate to offer appropriate care to clients with BPD, 
often comparing their skills to those of specialist services e.g. using Dialectical 
Behavioural Therapy (Linehan, 1993). James and Cowman (2007) found 81% of 
nurses rated care inadequate, and similarly Cleary et a l (2002) found two-thirds of 
mental health staff surveyed in an Australian study reported care was inadequate, 
50% of which was due to shortages of services, and 30% due to lack of training.
With this considered, studies from service users’ perspectives have found the main 
help sought is to be provided with empathie care, in which service users are 
genuinely listened to by staff (Fallon, 2003; Filer, 2005; Haigh, 2006; Nehls, 1999). 
This is a useful notion for those working with clients with BPD, particularly nurses 
fearing inadequacy in managing appropriate care; that the ability to empathise, show 
genuineness and be flexible towards clients with BPD (Castillo, 2000) is valued as 
most helpful, such in the way they may seek from family members, in avoidance of 
judgement. In terms of care pathways, Nehls (1999) considered there was often 
limited access to hospitalisation for service users. Deans and Meocevic (2006) 
concurred with this finding in staff, that only 15% of nurses rated clients with BPD 
are best managed in hospital. Miller (1994) observed clients were often tom between 
their dislike towards hospitalisation, and recognition for the need for care. Haigh 
(2006) notes service users are often told they are either too well for treatment, or 
need to be admitted involuntarily, whilst instead the use of some ‘time-out’ with the 
use of low-key bed provisions would be beneficial.
Three studies, alongside attitudes, considered the knowledge and experience of staff 
regarding clients with BPD (Cleary et a l, 2002; Giannouli et a l, 2009; James & 
Cowman, 2007). Giannouli et al (2009) found only 4.3% of staff had specialised 
education in BPD, a range similar to James and Cowman (2007) at three percent, but 
considerably less than in the study by Cleary et a l (2002) at 32%. They also
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discovered a much smaller percentage (50%) of nurses believed they had a role to 
play in assessment, referral and education for clients with BPD, compared to those 
surveyed by Cleary et a l (2002) and James and Cowman (2007) (82% and 80% 
respectively). Finally, in terms of additional training Giannouli et al (2009) found a 
remarkable 100% of nurses rated they would be willing to gain additional training for 
one hour a month to help improve their work with clients with BPD, closely followed 
by Cleary et a l (2002) with 95% of mental health staff willing to gain further 
education. This further supports the findings that mental health staff regard 
themselves as lacking in skills to appropriately manage the care of clients with BPD, 
which in turn contributes to the negative relationships between staff and service 
users.
Optimism for change
Such as studies have shown more negative attitudes towards BPD over diagnoses of 
schizophrenia and depression on factors of empathy and social rejection, they also 
report lower optimism for change in clients with BPD (Markham, 2003; Markham & 
Tower, 2003). Woollaston and Hixenbaugh (2008) found nurses report feeling 
hopeful and optimistic at the beginning of their careers, but with experience soon 
conform to the ‘old school’ views that clients with BPD cannot be helped. This is 
supported by Markham and Tower (2003), previously discussed, in finding less 
experienced staff foster more positive views. From the position of service users,
Horn et a l (2007) found as with the meaning of the diagnosis, services users report 
mixed views towards optimism for change, some feeling ‘stuck’ and hopeless, with 
others developing acceptance, moving forward and viewing the diagnosis as 
something to fight against.
Sanders (2005) described her personal experiences of being diagnosed with BPD and 
stopping the ‘revolving door’, in returning to work for the NHS. She expressed going 
through a mixture of emotions, ranging from a generalised state of hopelessness, to 
expecting rejection from colleagues on return to work which was unfounded, to 
developing self-belief in her ability to manage her emotions and cope effectively. 
This perspective highlights an often overlooked belief, particularly of staff members.
15
that BPD is one part of the client’s life, but not the entire whole. Sanders (2005) also 
demonstrates that not all staff are judging, and reflects the mixed experiences of 
service users in their optimism for change, often influenced by their experiences of 
optimism or lack of in others around them. A quote from an anonymous client with 
BPD summarises this:
'There is nothing that can penetrate so deeply as having someone believe in your 
worth and ability to get better’ {Anonymous, Ed. Gunderson & Hoffman, 2005, 
p.114)
CONSIDERATIONS OF THE LITERATURE
Role and perspective of the researcher
In reviewing the literature, one consideration made is of the role of the researcher 
and the influence this may have on the sample studied and subsequent findings. In 
terms of occupation, it is of note that for example Fallon (2003) as a Community 
Psychiatric Nurse (CPN) found service users considered CPNs as more flexible and 
accessible than other professionals, and similarly Heather Castillo, working as an 
advocate in her research (Ramon et a l, 2001; Castillo, 2000), found that advocates 
were rated as particularly helpful which is discussed as a possible ‘halo-effect’. 
Similarly Fraser and Gallop (1993) note that the primary researcher looking at 
nursing interactions with clients with BPD was an experienced psychiatric nurse, and 
as such may have been able to detect cues as to different diagnoses, suggesting the 
use of single rater methodology may be subjective.
In terms of general research roles. Miller (1994) found services users engaged well 
with the research process, and it appeared to act as a stark contrast and perhaps 
corrective process to those negative interactions they had experienced with 
professionals; that is through being interviewed using a life history method they were 
given a chance to be heard, with no pressure to change, they had some element of 
control and were able to act as the ‘expert’ in their own lives. Ramon et al. (2001) 
used user-researchers, who had diagnoses of BPD and found the process was also
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positive for the researchers themselves, as they were given credit for their wider 
skills, and the process highlighted their strengths and coping resources. Whilst it 
could be argued user-researchers may come from a position of ‘knowing’ or 
assuming, which may cloud validity, adequate training in the objective nature of 
research should address this beforehand, and the ability to empathise may allow for 
less inhibited responses.
Methodological issues and sample factors
It is clear there is a divide in that all but one study (Woollaston & Hixenbaugh, 2008) 
on staff views used quantitative methodology, whilst all but two studies (Castillo, 
2000; Ramon et a l, 2001) on service users’ views used qualitative methodology. As 
such this allowed for larger sample sizes to be reviewed for staff views, with only a 
handful of service users’ interviewed, with the exception of the mixed method 
studies cited. This allowed for greater detail of service users’ views, with arguably 
superficial considerations of the causes behind negative staff attitudes. However 
articles such as Haigh (2006) should be considered with caution, given it is a 
reflection of his work with service users, which may be clouded by personal 
judgements and interpretation. On the other hand, it is of note that this work has been 
used to inform the seminal policy guidance by NIMHE (2003), and therefore is 
considered of value.
The majority of studies on staff views were based solely on nursing staff, with three 
exceptions (Cleary et a l, 2002; Commons Treloar & Lewis, 2008a; Lewis & 
Appleby, 1988), however in the former study the majority of participants were also 
nursing staff. There is a clear rationale for this, in that psychiatric nurses are likely to 
be the main clinical staff working closely with clients with BPD, and as such may 
struggle most with developing positive relationships. Horn et a l (2007) considered 
with small sample sizes, and particularly self-selecting samples, there is the danger 
of recruiting service users’ who foster extreme views, i.e. ‘have something to say’. 
However the literature indicates common themes in service users’ experiences thus 
far and further research would aim to substantiate this.
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Diversity of articles
All articles reviewed are based within Western countries, though not solely based 
within the UK and USA e.g. Australia (Cleary et a l, 2002), Greece (Giannouli et a l, 
2009). It is clear there is little research on service users’ views of BPD, in contrast to 
staff views, with this review obtaining only 10 service user related articles. However 
the whole area appears to be under researched, with several articles stemming from 
the late 1980’s and early 1990’s, e.g. (Fraser & Gallop, 1993; Gallop et a l, 1989; 
Lewis & Appleby, 1988), and then a significant gap until the recent decade e.g. 
(Fallon, 2003; Filer, 2005; James & Cowman, 2007), presumably instigated by the 
NIMHE (2003) document. It is of note that two articles reviewed involve Trainee 
Clinical Psychologists as the main researchers (Horn et a l, 2007; Woollaston & 
Hixenbaugh, 2008), with a number of doctoral theses on this area remaining 
unpublished (e.g. Horton, 2003), suggesting an emerging area which continues to 
struggle for acknowledgement.
In considering the lack of literature, the use of several articles on PD in general were 
included in the review. As such, caution should be taken in generalising the findings 
entirely to those with BPD, though it can be argued clients with BPD are those with 
whom staff are likely to have most contact with, being the most commonly 
diagnosed personality disorder affecting two percent of the population (American 
Psychiatric Association, 1994).
IMPLICATIONS FOR PRACTICE
Training for staff
In light of the willingness of staff to engage in additional training in working with 
clients with BPD (Cleary et a l, 2002; Giannouli et a l, 2009), several studies have 
explored the effectiveness of targeted education programs on these attitudes 
(Commons Treloar, 2009; Commons Treloar & Lewis, 2008b; Krawitz, 2004). The 
latter two of these studies found workshops focused on current research findings, 
prevalence rates of BPD, aetiological factors, therapeutic options and theoretical 
frameworks showed an improvement in attitude ratings towards working with
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deliberate self-harm behaviours (Commons Treloar & Lewis, 2008b) and improved 
optimism, enthusiasm, confidence and willingness to work with clients with BPD 
(Krawitz, 2004). Whilst this needs to be considered with caution, given the 
attitudinal changes related to hypothetical scenarios, and did not explore changes in 
actual clinical practice, this has important implications for improving future care for 
those diagnosed with BPD.
Considerations for clinical psvcholo gists
Whilst the literature does not focus specifically on the views of clinical psychologists 
towards BPD, it is clear that the findings have implications for this staff group as 
well as others. Importantly the finding that service users essentially want to be heard 
and listened to (e.g. Fallon, 2003; Filer, 2005), relates to the long established 
research that having a positive therapeutic relationship is often the most significant 
factor relating to positive outcome in clients, in spite of different psychotherapies 
(e.g. Luborsky et a l, 2002), considered the ‘dodo bird verdict’. Whilst it is important 
to consider ‘what works’ in terms of evidence-based practice, in particular with the 
use of therapies such as Dialectical Behavioural Therapy (Linehan, 1993), it is 
important to always consider at the forefront the needs and wishes of the clients in 
working therapeutically, avoiding an emphasis on needing to ‘be better’, which may 
lead to inhibition and the break down of the therapeutic relationship. Clinical 
psychologists are also increasingly at the forefront in developing mental health 
services, and therefore can lead in driving these initiatives forward for increased 
training and awareness for staff in working with clients with BPD. To be aware of 
the issues faced by nursing staff can also aid in providing supportive supervision, in 
which staff are able to discuss their frustrations and negative emotions evoked whilst 
working with this client group.
Use of the diagnosis
Deans and Meocevic (2006), in considering their findings, debate whether service 
users are in a lose-lose situation, such that they are not considered mentally ill, but
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neither are they considered ‘normal’. Lequesne and Hersh (2004) consider in light of 
the negative stereotypes, alongside the heterogeneity and gender bias, that often 
clinicians may choose not to disclosure a diagnosis of BPD, though there are benefits 
in terms of patient autonomy, accessing care, and the potential distress caused 
through self-discovery. This is highlighted in one study (Ramon et a l, 2001), in 
which a service user was unaware of their diagnosis until participating in the 
research.
Whilst some authors have proposed the use of alternative terms such as ‘attachment- 
seeking’ or ‘emotional distress’ (Castillo, 2000; Haigh, 2006), it is likely that these 
would act as a short-lived solution, before negative interactions and feelings of 
inadequacy in staff would lead to consequent stigma attached to these terms. As 
Horn et a l (2007) propose, taking a social constructionist approach may be one 
alternative way of working, deemed as more appropriate for clients to contextualise 
for themselves, and subsequently for professionals, their experience of difficulties.
CONCLUSION
Borderline personality disorder (BPD) has long been a source of controversy as a 
diagnosis; however the debate has often neglected the lived experience of those 
individuals who have received a diagnosis of BPD, and the views of mental health 
professionals in providing their care. The literature suggests that clinical staff have 
developed negative attitudes towards the label of ‘borderline personality disorder’ 
itself, which in turn mediates the experiences of those living with the diagnosis, and 
though some service users are appreciative of the access to care the diagnosis 
provides, the majority experience mental health services as rejecting.
There are stark contrasts in service users’ views towards their experiences of distress, 
compared with those of staff views in which deliberate self-harm is often seen within 
the client’s control, and as such clients with BPD may not be viewed as having a 
mental illness. The literature on staff views highlight that such attitudes can develop 
through long standing experiences of negative interactions with clients with BPD, in 
which staff do not feel they possess adequate skills and resources to manage care 
appropriately, and as such develop pessimistic attitudes towards prognosis. Of
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assistance in this area are service users’ reflections that the most valued element of 
care is the development of trusting, supportive relationships in which staff act to 
validate clients, in spite of training in specific therapies, which has implications for 
all staff groups in working with clients. Education programs informing staff of 
current research, aetiological factors and therapeutic options have shown some initial 
success in improving staff attitudes, and further work is needed to observe how this 
will translate into clinical practice.
The lack of research in this area can be considered to reflect the dominance of the 
medical model, and the dominant use of diagnosis over an individualised, 
formulation based approach. This considered, it is likely any change will be a slow 
and gradual process, with many resistant to follow, as to result in relinquishing 
control of being an ‘expert’ and coming down from a ‘knowing’ position; to work 
collaboratively, rather than enacting dominant and subordinate roles in which 
rejection and judgement can flourish. In aiding the process of change, more research 
on service user and staff perspectives are needed, particularly of a qualitative nature, 
to provide further rationale to move away from the use of an inherently adverse 
diagnosis of BPD. Future aims should focus to empower both service users and 
clinical staff; the former through the provision of empathie, respectful care and the 
latter through developing the necessary skills, training and support to offer this 
fundamental care.
REFERENCES
American Psychiatric Association (1994). Diagnostic and statistical manual o f  
mental disorders (4^  ^edn). Washington, DC: American Psychiatric Association.
Benner, P. (Ed) (1994). Interpretative phenomenology: Embodiment, caring, and 
ethics in health and illness. London: Sage.
21
Bjorklund, P. (2006). No man’s land: Gender bias and social constructivism in the 
diagnosis of borderline personality disorder. Issues in Mental Health Nursing, 27(1), 
3-23.
Castillo, H. (2000). Temperament or trauma? Users’ views on the nature and 
treatment of personality disorder. Mental Health Care, 41(2), 53-58.
Cleary, M., Siegfried, N. & Walter, G. (2002). Experience, knowledge and attitudes 
of mental health staff regarding clients with a borderline personality disorder. 
InternationalJournal o f Mental Health Nursing, 77, 186-191.
Commons Treloar, A.J. (2009) Effectiveness of education programs in changing 
clinicans’ attitudes toward treating borderline personality disorder. Psychiatric 
Services, 60(8), 1128-1131.
Commons Treloar, A.J. & Lewis, A.J. (2008a). Professional attitudes towards 
deliberate self-harm in patients with borderline personality disorder. Australian and 
New Zealand Journal o f Psychiatry, 42, 578-584.
Commons Treloar, A.J. & Lewis A.J. (2008b). Targeted clinical education for staff 
attitudes towards deliberate self-harm in borderline personality disorder:
Randomized controlled trial. Australian and New Zealand Journal o f Psychiatry, 42, 
981-988.
Deans, C. & Meocevic, E. (2006). Attitudes of registered psychiatric nurses towards 
patients diagnosed with borderline personality disorder. Contemporary Nurse, 27(1), 
43-49
22
Department of Health and the Home Office (1999). Managing people with 
dangerous and severe personality disorder. London: HMSO.
Fallon, P. (2003). Travelling through the system: The lived experience of people with 
borderline personality disorder in contact with psychiatric services. Journal o f  
Psychiatric and Mental Health Nursing, 10, 393-400.
Filer, N. (2005). Borderline personality disorder: Attitudes of mental health nurses. 
Mental Health Practice, 9(2), 34-36.
Fraser, K. & Gallop, R. (1993). Nurses confirming/disconfirming responses to 
patients diagnosed with borderline personality disorder. Archives o f Psychiatric 
Nursing, 7(6), 336-341.
Gallop, R., Lancee, W.L. & Garfinkel, P. (1989). How nursing staff respond to the 
label “borderline personality disorder”. Hospital and Community Psychiatry, 40, 
815-819.
Giannouli, H., Perogamvros, L., Berk, A., Svigos, A. & Vaslamatzis, Gr. (2009). 
Attitudes, knowledge and experience of nurses working in psychiatric hospitals in 
Greece, regarding borderline personality disorder: A comparative study. Journal o f  
Psychiatric and Mental Health Nursing, 16, 481-487.
Gunderson, J.G. & Hoffman, P.D. (2005) Understanding and treating borderline 
personality disorder: A guide for professionals and families. Arlington, VA: 
American Psychiatric Publication.
23
Haigh, R. (2006). People’s experiences of having a diagnosis of personality disorder. 
In M.J. Sampson, R.A. McCubbin & P. Tyrer (Eds.) Personality disorder and 
community mental health teams: A practitioner’s guide (H  ^edn, pp. 161-178). 
Chichester: Wiley.
Horn, N., Johnstone, L. & Brooke, S. (2007). Some service user perspectives on the 
diagnosis of borderline personality disorder. Journal o f Mental Health, 16(2), 255- 
269.
Horton, N. (2003). The perspectives o f service-users diagnosed with borderline 
personality disorder and their experiences o f community mental health teams. 
Unpublished doctoral thesis. University of Surrey.
James, P.D. & Cowman, S. (2007). Psychiatric nurses’ knowledge, experience and 
attitudes towards clients with borderline personality disorder. Journal o f Psychiatric 
and Mental Health Nursing, 14, 670-678.
Koehne, K. & Sands, N. (2008). Borderline personality disorder -  An overview for 
emergency clinicians. Australasian Emergency Nursing Journal, 11(4), 173-177.
Krawitz, R. (2004). Borderline personality disorder; attitudinal change following 
training. Australian and New Zealand Journal o f Psychiatry, 38, 554-559.
Lewis, G. & Appleby, L. (1988) Personality disorder: The patients psychiatrists 
dislike. British Journal o f Psychiatry, 153, 44-49.
24
Lequesne, E.R. & Hersh, R.G. (2004). Disclosure of a diagnosis of borderline 
personality disorder. Journal o f Psychiatric Practice, 10{3), 170-176.
Linehan, M. (1993). Cognitive behavioural treatment o f borderline personality 
disorder (E* edn). New York: Guildford Press.
Luborsky, L., Rosenthal, R., Diguer, L., Andrusyna, T.P., Berman, J.S., Lewitt, J.T. 
et a l (2002). The dodo bird verdict is alive and well -  mostly. Clinical Psychology: 
Science and Practice, 9(1), 2-12.
Main, T.F. (1957). The ailment. British Journal o f Medical Psychology, 30, 129-145.
Markham, D. (2003). Attitudes towards patients with a diagnosis of ‘borderline 
personality disorder’: Social rejection and dangerousness. Journal o f Mental Health, 
12{6), 595-612.
Markham, D. & Tower, P. (2003). The effects of the psychiatric label ‘borderline 
personality disorder’ on nursing staffs perceptions and causal attributions for 
challenging behaviours. British Journal o f Clinical Psychology, 42, 243-256.
Miller, S.G. (1994). Borderline personality disorder from the patient’s perspective. 
Hospital and Community Psychiatry, 45{\2), 1215-1219.
National Institute for Mental Health in England (2003). Personality disorder: No 
longer a diagnosis o f exclusion. London: Department of Health.
25
Nehls, N. (1998). Borderline personality disorder: Gender stereotypes, stigma, and 
limited system of care. Issues in Mental Health Nursing, 19(2), 97-112.
Nehls, N. (1999). Borderline personality disorder: The voice of patients. Research in 
Nursing and Health, 22, 285-293.
Paris, J. (1993). The treatment of borderline personality disorder in light of the 
research on its long-term outcome. Canadian Journal o f Psychiatry, 35(1), S28-S34.
Paris, J. (1994). The etiology of borderline personality disorder: A biopsychosocial 
approach. Psychiatry, 57, 316-325.
Perseius, K., Ekdahl, S., Asberg, M. & Samuelsson, M. (2005). To tame a volcano: 
Patients with borderline personality disorder and their perceptions of suffering. 
Archives o f Psychiatric Nursing, 19(A), 160-168.
Ramon, S., Castillo, H. & Morant, N. (2001). Experiencing personality disorder: A 
participative research. International Journal o f Social Psychiatry, 47(4), 1-15.
Sanders, S. (2005). I stopped my revolving door and returned to work. Association o f  
Therapeutic Communities, 26(2), 131-138.
Simmons, D. (1992). Gender issues and borderline personality disorder: Why do 
females dominate the diagnosis? Archives o f Psychiatric Nursing, 6(4), 219-223.
26
Soloff, P.H., Lis, LA., Kelly, T., Cornélius, J. & Ulrich, R. (1994). Self-mutilation 
and suicidai behavior in borderline personality disorder. Journal o f Personality 
Disorders, 5(4), 257-67.
Trivedi, P. & Wykes, T. (2002). From passive subjects to equal partners: Qualitative 
review of user involvement in research. The British Journal o f Psychiatry, 181, 468- 
472.
Weiner, B. (1980). A cognitive (attribution)-emotion-action model of motivated 
behaviour: An analysis of judgements of help-giving. Journal o f Personality and 
Social Psychology, 39, 186-200.
Woollaston, K. & Hixenbaugh, P. (2008). ‘Destructive whirlwind’: Nurses’ 
perceptions of patients diagnosed with borderline personality disorder. Journal o f  
Psychiatric and Mental Health Nursing, 15, 703-709.
27
^Hdentify some key ethical dilemmas fo r  multi-disciplinary team 
(MDT) working. Using examples from  your practice and relevant 
theory and research, show how these dilemmas might be explored,
understood and addressed*^
Professional Issues Essay 
January 2011 
Year 2
28
Identify some key ethical dilemmas for multi-disciplinary team (MDT) working. 
Using examples from your practice and relevant theory and research, show how 
these dilemmas might be explored, understood and addressed
INTRODUCTION
Multi-disciplinary teams (MDT) have long been considered an integral structure and 
style of Avorking within a range of mental health settings, and the Department of 
Health continues to endorse greater inter-professional collaboration (e.g. DOH,
2002). The ability to balance both leadership skills with MDT working is a crucial 
element to the role of the Clinical Psychologist, particularly outlined in "New Ways 
o f Working" (BPS, 2007a). It can be argued that MDTs vary immensely throughout 
services. Indeed Leathard (1994) suggests over 50 different meanings or terms used 
to describe MDT working, which include ‘collaborative care planning’, ‘inter-agency 
working’ and‘working holistically’.
‘ Working psychologically in teams" guidelines (BPS, 2007b) have outlined various 
factors associated with effective team working, which include the need for clear and 
achievable objectives, clarity of individual roles, cooperation between members, 
clear leadership and expectations of excellence. Reflecting on my own experience, it 
is perhaps not surprising why many teams fall short of these ideals, with demand for 
services of excellence often far outweighing the ability to supply these, due to scarce 
resources available and stringent policies to be adhered to. As discussed further in 
this essay, this often means detracting fi*om the main clinical role for each discipline, 
of offering effective, quality care for the service user and their carers. This position 
therefore often draws clinicians into ethical dilemmas.
Christensen (1997) argued that ethical dilemmas are highly prevalent in community 
mental health, due to the severe and enduring difficulties experienced by the client 
group, but also by the nature that community mental health works primarily from a 
MDT approach. Christensen (1997) considered that the difficulties that would arise 
usually, within a typical clinician-client relationship, are further exemplified to 
include the network of relationships of colleagues, supervisors and managers. Given
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this complex working situation, and that the welfare of service users and carers are at 
the heart of every MDT decision, it appears clear that ‘no decision in the clinical 
setting is purely psychiatric’ (Berlin, 1989, cited by Christensen, 1997).
In considering the complexities of team working. West (1994) outlined four different 
typologies of teams based on effective functioning. A fully functioning team was 
considered to have high team reflexivity i.e. an ability to meet task objectives and 
also high social reflexivity i.e. team members felt valued and the team allowed for 
personal growth. Other typologies varied on these two factors, to include cold 
efficient teams (high team reflexivity, low social reflexivity), ‘cosy’ teams (high 
social reflexivity, low team reflexivity) and dysfunctional teams who were low on 
both factors. It could be argued that ethical challenges in MDTs arise when either of 
these factors are jeopardised, such as lacking the resources to meet objectives or staff 
feeling disempowered and unheard vdthin teams.
In considering the essay title, I  ^have chosen to consider some of the wider themes 
and challenges that impact on MDT working, thus leading to more specific ethical 
dilemmas, which I will discuss using my own experience and background literature^. 
Throughout my clinical experience, I have worked in a variety of different healthcare 
teams. This includes previous roles working as an Assistant Psychologist in both a 
profession-based team of Psychologists in Neuropsychology, and an MDT in 
forensic inpatient settings, but also to include placement experiences as a Trainee 
Clinical Psychologist in a Community Mental Health team (CMHT) and most 
recently in a Child and Adolescent Mental Health (CAMHS) team.
 ^I have chosen the use of the first person T  to aid in drawing directly from my own clinical 
experience, and indicate my direct relationship to the issue.
 ^ I have chosen to consider the essay title in this way due to the earlier consideration by Berlin (1989, 
cited by Christensen, 1997), that in fact all decision-making within MDT teams are ethical dilemmas, 
and that these are brought out more so by wider factors that challenge team functioning. Therefore the 
focus o f this essay will look at exploration and addressing themes o f challenges to MDT working, 
citing specific examples o f dilemmas.
30
I will also focus primarily on the perspective of the Clinical Psychologist within an 
MDT and the dilemmas that impact on individuals in this position in relation to the 
wider team. This is due to it being a position I can draw on for experiences and 
relevant examples, but also more importantly to help consider the implications for 
this profession in tackling these difficulties in MDT working. However I am aware 
of incorporating other relevant perspectives, and am able to draw from my 
experience of working as a Healthcare Assistant in a continuing care setting, as well 
as consideration of policies and literature from other disciplines to consider the wider 
picture.
THEMES OF CHALLENGES AND DILEMMAS IN MDT WORKING
Conflicts of interest: Team vs. Profession
Christensen (1997) recognised a key dilemma for professionals is within their dual 
role as a clinician and also a team member. Clinical Psychologists are continually 
asked to balance their therapeutic work with more managerial, service development 
work, which includes contributing to the team in meeting their objectives. At a very 
simple level, this conflict can manifest in the amount of time spent to attending team 
meetings against the autonomous work of meeting clients and clinical administration. 
The ‘ Working psychologically in teams" guidelines (BPS, 2007b) consider the 
advantages and disadvantages for Clinical Psychologists in considering their position 
on the ‘séparation-intégration’ continuum.
One interesting point noted in the guidelines is that trainees and assistants are often 
viewed as ‘outside the service’ and therefore there is less advantage of integration 
(BPS, 2007b). In my experience on placements, particularly on my current six month 
placement, I believe I have been faced with the dilemma of choosing how much time
I am aware that in not considering multiple perspectives within this essay, I would be inadvertently 
perpetuating some o f the ethical dilemma themes, o f fragmentation and power imbalances.
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to contribute to team activities; to either help support joint working, and therefore 
arguably have a better understanding of the client’s difficulties, versus utilising my 
time to concentrate on individual therapeutic work. A straightforward speaking 
Psychologist stated to me on one occasion “yes I think it’s completely necessary to 
consult with the team about clients. But if you asked that client T can spend an hour 
talking to a team member about how best to help you, or use that as an extra hour to 
see you 1:1’, it’s obvious what you would choose isn’t it?”. However conversely, the 
‘Ten Essential Shared Capabilities’ (DOH, 2004) outline for mental health workers 
we require ‘the ability to conduct a legal, ethical and accountable practice that 
remains open to the scrutiny o f peers and colleagues \  and if we are too fragmented 
in our work, it is questionable whether this can truly occur.
A further complexity of this issue is the contrasting ideologies of different 
professions, and managing these within a team setting. In a study by Brooker and 
Whyte (2000) on clarity of roles, they found 55% of individuals were able to identify 
both with their profession and their team, 30% related more to their profession, 12% 
more to their team, and interestingly 2.3% were able to identify with neither. Mason 
et a l (2002) in a study of forensic mental health settings, identified three levels of 
ethical codes of reference for the staff, which included the individual’s personal 
ideology, the collective unit’s ideology, and professional ideology, for example the 
BPS code of conduct. The ethical dilemmas occur, it seems, where these ideologies 
clash.
In my experience of working in forensic settings, I recall working with a male client 
who entered into a relationship with another male client. At this time I was struck by 
how professions were divided in opinion, some valuing the freedom of the 
individuals to choose to behave as in any other relationship, with others considering 
the situation ‘too risky’. As well as these professional ideals clashing, I also noted 
that several of the nursing staff stated they were uncomfortable seeing the two clients 
kissing and that for many they stated it conflicted with their personal cultural beliefs. 
This presents a great dilemma, in not only how professional ideals can negatively 
interact with each other, but how personal attitudes and prejudices could unwittingly
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influence the decisions and outcomes for these service users, without their views and 
confidentiality adequately respected.
Confidentiality in itself is an issue which can cause ethical debate amongst team 
members, and conflict with our professional ethics. In the above situation, I felt 
significant pressure to disclose details of the client’s relationship, to the wider team, 
considered necessary by the Consultant Psychiatrist and Responsible Clinician for 
‘risk management’. Equally, in my adult placement, the introduction of the RIO 
electronic records system, for example, has raised a dilemma of how much 
information Clinical Psychologists should disclose in the client’s notes about the 
sessions, as the information is now accessible more widely.
A Division of Clinical Psychology (DCP) report looking at ‘Working in Teams’, 
states consent must be obtained from clients to share their information with team 
members (DCP, 2001). In terms of record keeping, the guidelines state that 
Psychologists should keep an entry in the client’s records, but may avoid detailed 
notes used for aid-memoir purposes which contain sensitive and personal 
information, drawn from the nature of the psychological work (DCP, 2001).
However with the introduction of electronic records, services are generally expected 
to keep all notes on the system, with difficult legal implications for any separate 
paper notes held. In my adult placement, supervision was a helpful space to discuss 
this dilemma, as to the potential damage that could be caused to the therapeutic 
relationship for too much disclosure, versus aiding the team’s understanding of the 
client’s difficulties.
All of these conflicts lead us to consider the implications which impact on the care 
we are providing as a service. In situations where individuals have divided loyalties 
between their professional values and team values (Onyett, 1997), it is noted that 
there is little cross-referencing between different disciplines, and most groups tend to 
manage difficulties by going ‘in-house’ (Mason et a l, 2002). Lankshear (2003) 
found from Psychologists, this affords a sense of safety within the departmental 
‘mother ship’, and from clinical experience I have observed the discussions between 
Clinical Psychologists of contentions between ‘our work’ and needing to support the
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wider team. This resulting sense of fragmentation will be discussed more so now in 
terms of issues of power relationships and division that can occur within teams.
Power, Accountabilitv and Clinical Competence
Schuster et al. (1994) discussed that most teams within mental health tend to have a 
hierarchical structure, with a psychiatrist or medic typically seen as co-ordinator, 
whilst often placing increased reliance on allied health workers for short-term work. 
‘Working in Teams’ documentation (DCP, 2001) also indicates this as the traditional 
standpoint, whereby the team’s senior medic is usually overall responsible for the 
team, and tends to take the status of ‘Responsible Clinician’. However, this 
traditional structure clearly has ethical implications, in terms of the power imbalance 
caused. As discussed earlier in terms of team functioning typologies (West, 1994), 
any team which does not allow for staff reflexivity will lead to poor efficiency, hence 
impacting on client care. Cott (1998) described subtle divisions of staff groups which 
can occur, firstly between direct care-giving nursing staff and other professionals, 
and then further more between high status nurses (who have more direct input on 
client care) and low status nurses. Mason et al. (2002) described in his study 
commentary such as 7 would like to feel that I  belong within the group but le t’s face 
it they don’t think much o f nurses do they? ’ and ‘...They [the medics] hold all the 
power ’.
Whilst working in the forensic team, I met a junior doctor on his rotation who 
expressed an interest in the nature of my role and which field I might be interested in 
pursuing. As he had completed several other rotations already, he expressed “You 
should go work in CAMHS, Psychologists are like the kings in CAMHS teams”.
This statement struck me vividly, for two reasons. Firstly it made explicit the view 
that medics in other teams, particularly in this setting, were traditionally seen as ‘the 
king’ and therefore ‘ruled’ over the team and retained most power. Secondly, it 
implied that this was a position that Psychologists would want to seek, and that it 
could be sought in the right circumstances.
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Indeed the junior doctor was correct, and I recall in weekly review meetings in the 
forensic unit, the medics even had a particular chair at the head of the room, with two 
junior doctors either side, as they went around each member of other disciplines 
gaining information, but often making decisions without clear transparency of 
differing views being incorporated. In contrast, my experience in the CAMHS team 
has seen little to no hierarchy, in that all team members appear to show respect for 
each others working, take ownership of their decisions, discuss cases as equals and 
appear to function highly efficiently with sparse resources and extended waiting lists.
It is of note that Clinical Psychologists can now take opportunities to gain 
Responsible Clinician status, but reflecting on the junior doctors’ views, it appears 
not many would wish to gain the sort of ‘king’ status in place of medics. This would 
surely be perpetuating the acceptance of power imbalances, rather than recognising 
the need for more level working, leading to more dissatisfaction amongst team 
members. As the guidelines (BPS, 2007a) state, the solution for Clinical 
Psychologists is ‘not to replace one hegemony for another....therefore an open, 
transparent and equitable approach is needed’.
However, it is important to recognise, as BPS guidelines (2007a) state, responsibility 
comes hand in hand with accountability. I can recognise that the levels of risk 
involved in the situations in the forensic unit meant the Responsible Clinician status 
claimed accountability of any negative outcome. In this situation, it would be 
difficult for any of us to not lean towards being risk-adverse and over-cautious, 
particularly to avoid threat of litigation. The guidance for doctors on accountability 
in MDTs (General Medical Council, 2005) indicates whilst "the responsibility fo r the 
care ofpatients is distributed among the clinical members o f the team ’ and 
‘[consultants] they are not accountable for the actions o f other clinicians in the 
team ’, equally the guidance states they have a responsibility to ensure good, ethical 
practice by the team members, and to report any concerns regarding poor practice. 
Ultimately these clinicians may feel they are trapped in an unanswerable dilemma, 
between aiming to be inclusive and respectful of sharing care and responsibility, and 
recognising that inevitably any poor practice, particularly relating to risk, will hold 
them accountable.
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Another significant dilemma for teams is ensuring that clinicians do not work outside 
of their clinical competence level (DCP, 1998) and in doing so jeopardise client care. 
However with tight financial pressure and lack of resources, more ‘generalist’ care 
can prevail, which is seen in more rural areas, particularly in America, (Roberts et 
a l, 1999), where individuals can struggle to gain the support they require from more 
'specialist' expertise. A third dimension to this quandary is that whilst it may be 
beneficial for teams to have some overlap of skills, this can cause concern for 
professionals who may want to “safeguard” their skill set. Certainly for Clinical 
Psychologists, the introduction o f ‘Improving Access to Psychological Therapies’ 
has caused discomfort amongst some, who hold concerns of cheaper graduates 
diluting the therapeutic skills and hence making our profession redundant. Clinical 
Psychologists are therefore tom between wanting to promote the ideals of greater 
access to psychological therapies, without losing the essence and quality of the work.
Whilst working in my Adult placement in a CMHT with complex clients, I began to 
observe the redesigning of such teams, and the transfer of clients to I APT services. 
My supervisor and I were concerned at the number of clients considered suitable for 
such services, and that training at lAPT level would be unable to support the 
complex difficulties these clients presented with. On the other hand, keyworkers in 
the teams (Community Psychiatric Nurses and Social Workers) were visibly relived 
to be able to transfer some of their caseloads they had stmggled to help progress over 
several years. This in itself arguably was a sign that if such experienced clinicians 
were struggling to manage, could those working in lAPT really be better placed to 
help? My concern is that such services are built on admirable ideals, but the levels of 
competence are not well matched for complexity and hence client care may suffer as 
a result.
Conversely Salmon (1994), as a junior doctor, addressed the other side of the 
dilemma, that greater inter-working and overlap can be beneficial, but when 
competence levels are well matched, and that this should start from training stages. 
His experience of working alongside a Consultant Clinical Psychologist offered him 
opportunities to get involved in behavioural assessments and treatment programmes
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rather than just as he discussed "doling out the dope ’ (Salmon, 1994), and he 
considered conversely Trainee Clinical Psychologists could benefit from developing 
skills with Psychiatrists for acute illnesses, such as completing emergency 
assessments. He concluded 'perhaps it will no longer be necessary to fight to defend 
what is misguidedly seen as the territory o f one and not another. We could then 
begin to pool and expand our skills more effectively \
Person-Centred Care
Service user and carer perspectives, incorporated into the BPS guidelines for 
'Working Psychologically in teams" (BPS, 2007b) appear to support greater team 
working, but as a primary role within that is to promote the ‘Recovery model’ in 
focusing on greater person-centred care. This is an integral ethos of our profession 
and the unique contribution and perspective we offer within such MDT meetings, 
particularly when the ‘Recovery model’ is not often the dominant discourse. 
Additionally the ‘Ten Essential shared capabilities’ (DOH, 2004) identify clinicians 
should work in partnership with service users and carers in '..developing and 
maintaining constructive working relationships and....working positively with any 
tensions created by conflicts o f interest.. ' and also practising ethically through 
'recognising the rights and aspirations o f  service users and their families, 
acknowledging power differentials and minimising them whenever possible'.
However, this ethos can be jeopardized within an MDT setting, as firstly Christensen 
(1997) recognised that judgements regarding treatment are affected by a range of 
socioeconomic and nonmedical factors, and MDTs can often feel powerless in being 
able to offer suitable support. Often patient care can get lost in a system of 
bureaucracy and ‘tick box’ exercises, and as Mason et al. (2002) considered often 
there is a conflict between ‘what is’ and ‘what ought to be'.
The ability to work in a person-centred way can be affected by the beliefs and ideals 
of other MDT members. Within an inpatient setting for example, as the ‘ Working 
Psychologically in teams ’ guidelines indicate (BPS, 2007b), alleviating
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psychological distress and promoting wellbeing are not the primary concerns on busy 
nursing shifts. In my experience of working as a HCA in a continuing care unit, the 
majority of the nurses and HCAs had worked there for many years, and before that 
had worked in the local mental institution and had transferred with many of the 
clients. As such they often discussed the 'assembly line' fashion of administering 
care. Therefore another new HCA and I were viewed with suspicion when we did not 
just complete the basic hygiene tasks for the clients before sitting down for tea and 
toast, but instead tried to engage the clients in meaningful activities and 
conversation. On several occasions we were told 'why are you doing extra stuff, this 
is the time we sit down and relax’. I am aware one HCA even slept throughout his 
night shifts! On reflection I am somewhat ashamed I did not do more to address the 
inherent 'institutionalism' that occurred, or to overcome my naivety to recognise what 
should be the standards for NHS working.
However, rather than passing judgement, it is important to consider how this can 
occur, and I believe this is for three reasons; firstly that person-centred care was not 
part of the training and ethos of those who had been working there for many years 
and considered themselves 'old-school', secondly this was not encouraged nor 
supported by managers and thirdly there was no incentive for these workers to 
change their views, either intrinsically or externally through appropriate financial 
recognition.
As well as a lack of person-centred care through omission, MDT members can 
actively oppose or protest to such ways of working. In my adult placement 
experience within the CMHT, several members of the MDT commented on 
Psychologists being too "fluffy" with the clients. One individual cited the evidence 
that we would not discharge a client who did not attend his appointments on several 
occasions. Conversely my supervisor argued for exploring the reasons why the client 
might find it difficult to attend the sessions, drawing from a Psychodynamic 
perspective of working, and helping to work through these as the client appeared to 
appreciate the support. There were also tensions as to the ratings we as 
Psychologists gave clients on a Threshold Assessment Grid (TAG) tool to determine 
suitability for I APT services. Psychologists tended to consider other wider
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difficulties, beyond immediate risk, which considered them too complex for lAPT. It 
has to be acknowledged, however, that MDT members themselves may want to work 
from the premise of considering clients’ difficulties more holistically, but are under 
such pressures, that this is not possible, and therefore Psychologists will be seen as 
naïve to such pressures and working solely to ideals rather than realities.
Finally, person-centred care, I believe, is most at threat when managing issues of 
risk. Christensen (1997) identified 'Psychiatric Paternalism' as an ethical challenge 
for team working, defined as 'the interference with a person's liberty o f action 
justified by reasons referring exclusively to the welfare, good, happiness, needs, 
interests or values o f the person being coerced' (Jonsen et a l, 1991, as cited in 
Christensen, 1997). This conflict, as Christensen (1997) described, is between 
meeting the needs of a client, but also respecting their choice and freedom to decide, 
and is most seen in dilemmas of whether to admit a client under section or to 
administer medication involuntarily. These dilemmas were certainly frequent in 
forensic settings, and I noted in myself at team meetings advocating for a 
medication-free trial for a client I was working with, who had begun to show 
symptoms of relapsing, and who was protesting to oral medication, and therefore the 
team determined forced medication via a depot injection was necessary. This 
experience appeared to be unpleasant and humiliating for the client, and it placed the 
team in a difficult judgement of how much to consider his freedom of choice to take 
oral medication, versus the uncertainty of his compliance and therefore potential risk 
to himself and/or others. As Clinical Psychologists, on the continuum of the 
dilemma, I believe because of our ethos we lean more towards considering the 
client's freedom of choice and respect, and as such may be accused by other team 
members of being risk-naive. This, I consider, is a difficult balance to strike, and 
naturally each case is judged on its own merits.
IMPLICATIONS FOR FUTURE MDT WORKING
As discussed above these themes demonstrate significant challenges to MDT 
working and can cause conflict for individual members in negotiating their positions
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within the team. As such, they invariably produce day-to-day ethical dilemmas for 
clinicians and subsequent decision-making can be difficult. It is therefore crucial that 
we consider how these conflicts and dilemmas can be addressed appropriately, or at 
best managed so that we can develop a ‘good enough’ team.
In terms of addressing the conflicts of interest that can occur in teams, the ‘ Working 
Psychologically in teams" guidelines (BPS, 2007b) draws from a range of researchers 
who discuss the importance of have a strong team identity and definition (West,
2004, cited in BPS, 2007b), role clarity for individual team members (Carpenter et 
a l, 2003, cited in BPS, 2007b) and positive professional identity (Onyett, 1997, cited 
in BPS, 2007b). This, I believe, should form the basis of any healthy functioning 
team, and my experience of positive team working has observed the above qualities, 
particularly gaining the appropriate balance of having a professional identity to draw 
from in discussions, whilst retaining appropriate team objectives. The perspective 
from stakeholders, as also indicated in the BPS guidelines (2007b), suggests the need 
for this balance to be retained, without losing the unique identity of the profession.
In terms of confidentiality issues, and the dilemma that electronic records has 
presented to Clinical Psychologists working in teams, Kat (1998) identified the need 
for appropriate consultation to be given before new systems are introduced. Whilst at 
this level consultation may not have been sought, I have seen successful negotiations 
on my adult placement in considering how sensitive material can be omitted firom the 
progress notes of a client and that specific folders can be used for test scores etc, 
which are only accessible by certain team members. In this respect, it is important for 
managers to be flexible and aware of the needs of individual professions, and to 
incorporate their ideologies rather than compromise them.
Teams need sufficient leadership, which again benefits from balancing structured 
direction to a team, with supportive listening and inclusiveness of all views. Cascio 
and Shurygailo (2003) explored the role of technology in helping teams retain unity, 
to compensate for time demands on the individual in their autonomous working.
They identified the need for leaders to support remote workers, in particular through 
recognition and praise for achievements, and not to be driven purely by negative
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formal outcomes. I have observed effective leadership from team managers who 
identified where team members are struggling, and actively note this within 
meetings, but also proactively address this by shifting the issue to the whole team. 
Therefore the issue of responsibility and accountability is more equally shared 
between the team, taking off the pressure of individual clinicians whose decision­
making may be compromised by fear of negative repercussions.
In terms of power imbalances and team dissatisfaction, I have observed mixed 
success in the use of reflective practice groups in mental health teams. Within the 
CAMHS service, the ethos of this group is well understood and appears to be 
working effectively for many years. In contrast, in my experience at the forensic unit, 
the nature of the group was less well understood, and therefore it was often viewed 
as ‘time wasting’. Therefore the effectiveness of any new intervention for teams must 
incorporate a good rationale and understanding. Several authors have considered the 
use of reflection within teams as useful for managing burnout, stress and addressing 
these power differentials, hence giving staff a voice to be valued (e.g. Leathard,
2003).
Finally, all ethical challenges discussed are ethically problematic by nature in that 
they have an impact on the outcome and wellbeing of those we provide care to, and 
their support networks. The main disparity of how different professions prioritise 
person-centred care in their work is a fundamental issue, which if addressed, can 
have a spill over effect into other challenges. Georgiades and Phillimore (1975) 
wrote an influential paper on alternative strategies for organization change, which I 
consider despite being an old source, is still highly relevant and can be influential for 
Clinical Psychologists in thinking how we can promote the ‘recovery model’ and a 
person-centred ethos to the team forum. Their guidelines for effective organisation 
change argue for targeting individuals within teams who are already supportive of 
such change (in this case promoting service-user involvement, and working 
holistically), rather than address those who are resistant. They can then develop self- 
sustaining teams within the wider team and work with those who have autonomy to 
induce change (i.e. managers, senior team members), but to also protect teams from 
unnecessary pressures (Georgiades & Phillimore, 1975). The final point is an
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important one because, as discussed previously, clinicians are already under 
immense pressure, and therefore it is one thing to be open that change will require 
extra energy on their part, but another for this to be accepted and for clinicians to 
believe they have the internal resources to do so.
CONCLUSION
In summary, my essay has chosen to focus on the wider dilemmas and challenges 
that face MDT working, hence leading to difficult decision-making. As Christensen 
(1997) outlined, the varying nature of mental health, and the struggle between 
providing quality service and poor resource levels, invariably means all decisions 
incorporate a certain level of ethical or moral concern. This essay has aimed to 
highlight some of the broad elements which contribute to those, which include 
conflicts of interest between team and professional ideals, power imbalances and 
issues of responsibility, accountability and clinical competence, and finally the belief 
of working from a model of person-centred care, which arguably underpins the 
previous challenges and the whole ethos of mental health services.
I am aware that my position within this essay will naturally be influenced by my 
experience in limited settings, and having reviewed the examples used, I am aware I 
have drawn heavily from my experience in forensic settings. Therefore it is 
acknowledged that caution must be taken in considering these examples as reflective 
of all settings, or even similar settings in other districts. Also, whilst I began this 
essay acknowledging the use of other professional perspectives, these again are 
drawn from limited experience and I must acknowledge my own biases in 
considering different professions, and that at times we must avoid falling into 
‘stereotypical’ ways of thinking.
To return to West (1994) and the typologies of healthy team functioning, the 
challenges discussed to MDT working affect the effectiveness of the team, and the 
cohesiveness, direction and support that is necessary to make difficult decisions, 
work alongside service users and carers, and continually develop better standards of
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care. Any given clinician within an MDT must grapple daily with balancing their 
priorities to the team with individual demands; they must find a position within the 
team where they feel empowered to help make positive changes in clients’ lives; be a 
leader, a team player, a responsible clinician, an accountable clinician, an 
appropriately competent clinician; to develop their training, but remain working 
within ones own (often blurred) boundaries. Finally, they must consider the service 
user, carer, and family at the heart of every decision, work in collaboration and 
develop services alongside them, whilst managing within a restricted budget, and all 
within the hours of 9-5! What I hope to convey, albeit in a tongue-in-cheek manner, 
is that it is no surprise such dilemmas develop, and that teams struggle to fulfil such 
criteria all the time. However, what this essay has intended to do is to suggest ways 
in which teams can be supported to ‘better’ manage, and recognise that this is not an 
overnight change, as suggested by the phrase ‘hero-innovator’ (Georgiades & 
Phillimore, 1975), often applied to newly-trained, eager eyed psychologists.
MDT members can refer to appropriate guidelines for working within teams from 
their own profession (e.g. DCP, 2001; BPS, 2007b), and then collaborate with 
managers as to how these can be best implemented. Appropriate consultation can be 
offered through training opportunities, but to be made as flexible as possible to 
accommodate the demands and stressors clinicians are already under. Finally I 
believe if we truly want to promote the ‘Recovery model’, managers need to be 
trained in this way of thinking from earlier on, to then funnel down to the wider 
team, and offer regular opportunities for focus groups, service user involvement at 
interview levels for recruitment, adapting services in a way in which clinicians can 
once again feel positive and empowered about the role they have chosen to 
undertake, both as an individual and an MDT member.
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‘The relationship to change’
On starting the training course, we were placed into Personal and Professional 
Development (PPD) groups, each containing eight trainee clinical psychologists and 
a group facilitator. We were asked to complete a Problem Based Learning (PBL) 
exercise, in which we were given the title ‘The relationship to change’ and at the end 
of six weeks, to complete a presentation on this topic.
In our first group session, we decided to brainstorm aspects of change individually 
and to then discuss with the group. It was interesting that we all tended to focus on 
change within an individual, particularly anticipated change for ourselves throughout 
training. We considered change for our clients in therapy, what is considered 
‘meaningful’ change for them, and how this is marred with our own expectations and 
pressures as a service, focusing on objective outcomes. In my clinical placement, I 
have since reflected on how responsibility for change is considered between the 
clinician and client, and how frustrations can develop on both sides with the rate of 
change. This was particularly relevant to our group dynamics in later sessions. 
However we noted as a group to be overly polite with each other in the first session, 
and reluctant to disagree with any suggestions, which made progress forward 
difficult.
I was aware in the first session of the surrounding anxiety regarding the ambiguity of 
the task we had to complete, coupled with the unfamiliarity of each other within the 
group, and conjointly it being the start of clinical training. I became aware of my 
own anxiety of working within groups, particularly where other group members 
appeared more confident in speaking out. I was aware I had things to say, and it was 
not at the fault of the wider group, who were receptive to being inclusive, but at my 
own anxiety of saying something ‘stupid’ or offering a contribution that I deemed 
less valuable than that of others. I observed that I fluctuated between this, and 
conversely fearing I would be labelled as a ‘quiet person’. On reflection I can see 
how this may be a similar anxiety experienced by clients in individual therapy, 
fearing how their problems will be received and possibly fearing negative evaluation.
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It also appeared relevant to the assessment process with clients in therapy, in which 
our initial perceptions can often lead us to make snap judgements, and why it is vital 
that there is continued assessment and re-formulation. I observed this also with other 
group members, forming initial impressions, which were later adjusted in light of 
new information, and this reminded me to stay open minded and curious. The 
creation of ‘ground rules’ in the first session however allowed us to establish a 
foundation for supporting each others’ views.
In our second session, our thinking on the topic of change appeared to be less 
constrained, less boundaried and was likened to an ‘explosion of ideas’, which may 
have been due to developing familiarity. However I was also aware that the group 
facilitator was not present in this session, and as a result I felt more confident in 
speaking. I considered I was also more aware of myself with my clinical supervisors 
on placement and this made me aware the impact of power dynamics and the sense 
of hierarchy. I since considered how such power dynamics may affect the clients we 
work with, and again possibly fearing negative evaluation, particularly in clients with 
high anxiety levels.
Our focus was on wider systemic change in this session, as we considered as a group 
the change on clients’ wider families as a result of their mental health problems. On 
placement I have observed how difficulties can arise where clients’ families have 
either adapted to the changes readily, or rebelled against change, both of which have 
repercussions for the client. We also considered the wider political, cultural and 
societal changes which can impact down on to individuals, such as major reforms 
and budget cuts in the NHS, and changes in diagnoses e.g. that homosexuality was 
considered a mental disorder in the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-II) until 1973 (APA,1974).
This session and several others following it appeared rushed and somewhat chaotic, 
as we moved from being overly respectful of each other to competing to be heard. In 
many ways I felt this reflected the competitive environment we were used to, in 
fighting to get onto clinical training. The session was felt to be frustrating for all, as 
we struggled to please everyone in the direction to go with the presentation. In
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retrospect this highlighted to me the frustration that can be experienced by clinicians 
and clients in the direction that therapy can take, and the struggle at times to work 
collaboratively. More recently in group work on placement, I have observed the 
struggle in accommodating the differing needs of group participants. We reflected 
that if we were each to do the presentation individually, we would each be able to 
come up with a well organised, competent piece of work, but the real challenge for 
us all was in working together, and accepting that inevitably some ideas would have 
to be rejected.
In our third session, we came together to discuss theories of change that we had 
individually researched. We considered this would give us something more 
‘concrete’ to consider, as we felt wary of the limited time and moved towards a goal- 
orientated approach of working. We considered many mainstream theories of change 
such as the Transtheoretical Model of Stages of Change (Prochaska & DiClemente, 
1983), which we considered particularly pertinent to our clinical work, in which 
clients may need to develop motivation to change, as their coping strategies such as 
substance use or avoidance have helped them ‘survive’ for so long that they can be 
difficult to give up.
However, we were most drawn to a group development model proposed by Tuckman 
(1965), in which he discussed the stages ‘Forming, Storming, Norming and 
Performing’. As a group we immediately likened this to our own experiences of the 
PPD progress, in which we started in the ‘forming’ stage of being driven by the 
desire to be accepted by others in the group, before moving on to the ‘storming’ 
phase in which we were unable to contain our desire to be heard. We reflected that 
we may continue to be in this stage, until we had a sense of direction and 
commonality. This gave us the idea to focus our presentation on our own relationship 
to change, and discuss our group development. This was aided by a framework 
considered by Rolfe et al. (2003) for critical reflections and the suggestion of using a 
collage by Ernst and Martin (2007) as a useful way of illustrating group process.
In the following session we remained in the ‘storming’ phase, in which we conflicted 
in how best to present the collage. Some group members opted to sit back as the
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Struggle became too overwhelming, whilst in other members, such as myself, it 
caused an opposite reaction in pushing me to be more directive, and help bring back 
the group to a focus. I have considered this since to be akin to the therapeutic 
process, of validating clients’ distress, but equally in time to bring them back to their 
therapeutic goals. It also resonated with the idea of Mindfulness, in which we may 
lose track and wander at times, and aiming to bring ourselves back to the focus.
As we moved towards preparing our presentation we found ourselves entering the 
‘Norming’ stage, in which we had clear tasks assigned and felt more cohesive as a 
group. On the day of the presentation, I felt both anxious at presenting, but also 
relieved in that I had chosen the introduction. In hindsight I think it may have been 
better for me to push myself, and I can take this away as a learning opportunity in 
placement, such as aiming to do a presentation for a service users and carers’ group. 
As we watched other groups present first, we recognised we were the only group to 
have somewhat neglected theory in our final presentation, though it had been 
discussed in sessions. However after the presentation we were pleased at the positive 
feedback we received, particularly on the fact we had chosen to focus on process, 
and that it was suggested we write it up as ajournai article. As a group I think we 
bonded over our success, as well as feeling a sense of relief after what had felt like 
an exhausting six weeks.
On reflection of the presentation, it could be considered a weakness that we chose to 
downplay theory, though I can recognise now how relevant Tuckman’s model (1965) 
was to our presentation. However, I felt the collaborative process of working on the 
collage, and the opportunity to reflect at the time on group process was invaluable for 
our future work. Since then I have considered several learning points I can take away 
from the process. Firstly the huge impact of positive reinforcement on my work. I 
observed that my confidence was boosted by feedback from group members that for 
example my ideas were considered well-thought out, and that I was able to be take 
control when necessary. In turn I have seen this in my role as facilitator of a group, 
where initially I felt anxious at my performance, but with positive feedback from my 
supervisor and importantly ‘normalising’ my anxiety, in perspective of an initial 
learning curve, I have observed myself progressing in confidence. This serves as a
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reminder for the need for continual feedback and validation for clients, who might 
otherwise leave therapy sessions unsure of their progress and negatively judging their 
ability in, for example, completing homework, without appropriate positive 
reinforcement.
Secondly it has made me more considerate of group dynamics on placement, and 
how to tackle conflict and maintain boundaries within a group. In facilitating a 
therapy group, I have found it useful to acknowledge that not everyone will get a 
chance to, for example, complete a thought record in the group, and accepting that 
group members are likely to feel disappointed as a result. This leads on to my third 
learning point, of being able to ‘stick my head above the parapit’. I am aware I find 
this difficult, perhaps due to a fear of being disliked or not respected. I have been 
more aware of this, since I noticed myself avoiding difficult scenarios in group work, 
or feeling uneasy in taking charge in individual work. However I have come to 
recognise the importance of balancing collaboration with being able to take lead 
where necessary, and that a fear of hurting others’ feelings by potentially 
disagreeing, takes too much responsibility from others to manage their feelings. I am 
also aware that when expressing ideas assertively, this will be most affective when 
presented in a diplomatic way, and does not have to come across in a ‘bullish’ 
manner. This seems equally important for working in multi-disciplinary teams, 
where I have noticed all too frequently it can be dominated through a medical 
approach, and that Clinical Psychologists have to be prepared to stand up and be 
heard, despite potential unpopularity.
Finally, on reflection I believe I have a tendency in myself to focus on getting a task 
‘right’, and potentially at the sacrifice of observing process. In clinical work, 
particularly working from a Cognitive-Behavioural framework, I appear to focus on 
technique, which may perhaps be appropriate for this stage of training, but not 
always placing the recognition on a skill my supervisor highlighted in me; an ability 
to emphasise. Given research into the importance of the therapeutic relationship in 
aiding change (e.g. Luborsky et a l, 2002), I aim to continually reflect on the 
therapeutic process, and place less focus and critical expectations on myself of 
‘ doing therapy proper’.
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Case study exploring issues of child protection, domestic violence, parenting and
learning disabilities
THE TASK
On starting the second year of clinical training we were asked to complete a 
Problem-Based Learning (PBL) exercise, within our Personal and Professional 
Learning Discussion (PPLD) groups. This followed from a previous PBL exercise in 
the first year, looking at the ‘relationship to change’. In the task, we were given a 
case study and our aim, as the clinical psychologist in the scenario, was to develop a 
risk assessment, which would potentially guide a rehabilitation plan. Our group 
would then develop a 20 minute presentation to feedback our considerations of the 
case to the wider cohort and academic staff.
The case study discussed a genogram of the Staines family and identified Mr and 
Mrs Staines as two parents with learning disabilities living in poverty, whose twin 
daughters were placed into short term foster care, following concerns of emotional 
abuse and neglect stemming from domestic violence occurring between the parents.
A conflict was raised between the local authority’s wishes of placing the children for 
adoption, versus the parents’ commitment to keep their children. The vignette also 
identified Mr Staines’ parents as supportive in caring for the children, and described 
them as members of a fundamentalist evangelical Christian Church. These 
grandparents had expressed an interest in caring for the children, but had not been 
approached by social services. Little is known from the vignette about Mrs Staines’ 
family. Prompts were also given to consider different issues, including the 
professional network involved, parenting and learning disabilities and the role of the 
grandparents.
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GROUP DISCUSSIONS AND PROCESS
Confidence to uncertainty
As this PBL appeared to be less open to interpretation than simply a title of 
‘Relationship to change’, as in the previous PBL, this perhaps led the group to 
naively believe it would be a more ‘straightforward’ task. On starting this exercise, 
our group had been established for over a year, and therefore we felt firmly cohesive. 
Our roles in the group appeared to be more established, with one or two clear leaders, 
those who bridged discussions to aid collaboration, and quieter members who had 
become more comfortable with the role of ‘considerate reflectors’. I had begun to 
take greater risks with sharing my opinions, aided through my opportunities on my 
Adult placement, however in hindsight these were baby steps when compared to my 
participation now within the group.
In our first session we launched into discussions on the general logistics of the task 
from the information we had, and already we began to hypothesise about issues of 
conflicting professional views and ideologies. I believe this is especially useful in my 
current Child placement where it is important to consider the wider professional and 
personal network involved in the child’s life. Conversely I was also aware we were 
walking a tight rope in terms of making assumptions about specific professional 
groups’ views on risk, and perhaps imposing our own prejudices behind descriptions 
of the grandparents as ‘fundamentalist’ in their beliefs. The different strands and 
perspectives we each took led us to feeling uncertain and confused as to how to 
direct ourselves forward, and in a bid to contain this we chose to break up the 
literature around different issues in the vignette.
Personal views vs. evidence base
I observed that the discussions appeared to primarily focus on the points of view of 
the parents and the injustice at their discrimination. I however, felt an acutely 
different reaction to the vignette, in terms of my ‘loyalties’ siding with the children’s
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wellbeing, and this I believe led me to choose ‘effects of children witnessing 
domestic violence’ as my area of literature to research (e.g. Kitzman et al., 2003).
The group was also aware, from learning about each others’ backgrounds, that the 
themes from the vignette resonated with many individuals’ early and current 
experiences, and may have contributed to our personal reactions to the task. From my 
own experience, I had seen the impact of domestic violence in my extended family 
and therefore this may have impacted upon my strong reactions in the task. This 
could be likened to the notion of ‘counter-transference’ experienced in therapeutic 
relationships (e.g. Maroda, 2004)
The literature and policies were useful in considering multiple angles to the case 
study, such as considering the benefits of kinship care over foster care (Holtan et al, 
2005), the rights of parents with LD and offering supportive interventions (Coren et 
a l, 2010; DOH, 2010) and systemic formulations (Dallos & Vetere, 2009) to 
contextualise the case. However the most striking literature was an interesting paper 
on how fragmentation within a family can be mirrored in professional teams, 
particularly seen in Looked after Children (LAC) services (Rocco-Briggs, 2008).
This was because such fragmentation was beginning to also be mirrored in our group 
discussions, as slowly contrasting views were beginning to be raised, and over time I 
noticed myself feeling braver in voicing them.
Avoidance and conflict
As our discussions continued to be circular and general, we considered how hard it 
was for us to come to decisions about how to work with the case study, and on 
reflection it highlights what has often been said by Clinical Psychologists; an almost 
cliché now of ‘good at generating ideas but then sit on the fence in decision-making’. 
Such situations would occur where we would try to focus on the task, and be 
distracted into discussing X Factor! One idea that was considered within the group 
was that we were actively avoiding the task, due to its complexity, and perceived 
individual responsibility we felt for the group to make the ‘right’ decision (Weingart 
& Todorova, 2010).
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As our group sessions progressed, we began to notice how difficult it was for us to sit 
with risk, as we felt in a position of unsafe-uncertainty, rather than a more secure 
position of safe-uncertainty (Mason, 1993). By this stage our conflicting views had 
reached the surface more so, as I felt myself challenging the dominant discourse of 
considering the parents requiring support for the children to remain with them, as I 
perceived significant risks to the children. Others also campaigned for the 
acknowledgement of the grandparents in the scenario, and it was interesting to 
consider that our split in views was often corresponding with our current placement, 
with myself in child services. It appeared we had returned to the ‘storming’ phase in 
Tuckman’s group development model (Tuckman, 1965), as in the first PBL task, but 
felt so strongly about our views, that we were unwilling to ‘settle down’ for the sake 
of group cohesion this time.
Resolution and ‘performing’
As we moved to pushing ourselves to complete a risk assessment, we considered our 
strength as psychologists in being able to incorporate resilience as well as 
weaknesses, which perhaps helped us feel less damning or leaning towards any one 
particular viewpoint. At this stage, we reviewed ideas for our presentation, having 
previously considered role playing the twins grown up having had different 
experiences of either being adopted or not, or role playing a multidisciplinary team 
(MDT) meeting in which these discussions occurred. Whilst we saw benefits in 
these, particularly the latter in exploring fragmentation, we considered our initial 
PBL and how as a group we valued incorporating reflection on our group process in 
the presentation. Hence we decided to role-play our own discussions throughout the 
task, showing our disagreements, avoidance behaviours and discomfort with risk, 
highlighted by some members role-playing a reflective team.
At this stage the group felt more contained as we began to ‘perform’ (Tuckman, 
1965). I believe we moved away from feeling responsible in doing ‘the perfect job’ 
for the family involved, and instead considered a ‘good enough’ approach. In the
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presentation, I re-enacted the heated conversations had with myself and another 
group member both advocating for the children’s needs, against two group members 
who advocated for the rights of the parents. Although I was nervous, and did not 
convey the same strength of conviction in the original discussions, I felt positive in 
being able to demonstrate our ability to conflict but also resolve and move forward.
IMPLICATIONS FOR CLINICAL PRACTICE
In terms of the issues within the task itself, the PBL was useful in considering the 
difficulties faced by marginalised groups, such as parents with learning disabilities, 
and how as Clinical Psychologists we should aim to support those groups who feel 
‘powerless’ to be heard, and therefore fully include them in decision-making (e.g. 
Fyson & Ward, 2004) . The task also allowed us to consider more systemic positions, 
which can often be difficult to do on placement in services set up for predominantly 
1:1 work, under increased demand pressures.
A wider issue stemming from the task is how we as Clinical Psychologists negotiate 
our positions within MDTs, and be inclusive of diverse viewpoints, but also help 
manage the frustrations arising from complex, and often emotionally impacting 
work, in order to move forward. The task resonated with both my current experience 
in child services, where reflective teams are used successfully to explore the team’s 
distress as a reflection of the families’ distress, but also in forensic services where 
conflict over risk issues was common place. Very often Clinical Psychologists were 
positioned as naïve in what could be achieved, whereby conversely Psychiatrists 
were perceived as too risk-adverse. In this instance, it was crucial to step outside of 
conflicting professional ideologies, and instead respect the position of other 
professions to work collaboratively as an MDT.
The task also brought our difficult feelings about the levels of responsibility we held 
for a family, which made decision-making difficult, and although our profession 
stands firmly in taking more clinical leadership and managerial positions, this is 
often not occurring in practice. However, as more pressure and financial implications
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threaten the profession, it is crucial that Clinical Psychologists take more of a stand 
in being both seen and heard. I am reminded of the inspiring speech given by the 
course director at my initial interview day, of how we must be leaders as well as 
therapeutically able, and this is something I hope to continually hold in mind, and 
have viewed with more success as my confidence has developed on placements.
Finally, the task allowed us to observe how too often our decisions may be swayed 
more so by personal experiences and gut instinct, rather than have foundations in 
good clinical judgement, and with making use of an evidence-base. Although this 
can be supported through supervision, reviewing of the literature in this task helped 
us to avoid making ‘knee-jerk’ responses to major decisions involving clients, carers 
and families. This has clear links with our attempts to balance both the reflective- 
practitioner and scientist-practitioner part of our roles as Clinical Psychologists, as 
promoted on our course (University of Surrey, 2010).
LEARNING POINTS FOR THE GROUP AND SELF
On reviewing our last PBL exercise and the position our group was in a year ago, I 
believe this task was incredibly healthy for us, in allowing us to face conflict. Prior to 
this I would consider us to have remained generally polite with each other, and had 
begun to position ourselves in relation to other groups as ‘the ones that get on so 
well’, ‘the reflective ones’ or even ‘the successful group’. This was fuelled from 
positive feedback we received from both our previous facilitator, and current 
facilitator, but also informal feedback from other groups on the way we used PPLD 
sessions to thoroughly explore ourselves and our professional identity.
The downside of this had meant we had been afraid to go against the grain of the 
group mentality, decisions were difficult to make for fear of upsetting others, and 
clear roles had been established which appeared inflexible. Through this task, I 
noticed traditional vocal leaders became more reflective, quieter members were more 
assertive, and we weren’t afraid to conflict! In tying in with our sculpting task in 
PPLD groups, we allowed ourselves to be vulnerable in our opinions and be open to
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feedback from others. This was in no way easy, but I believe our group will benefit, 
in terms of developing more so in our leadership qualities as a result.
Reflecting on my own learning since the last PBL task, I believe I have improved 
greatly in terms of self-confidence, with this PBL task encouraging me to be more 
forthcoming in my views. The challenge now will be to rein this in, and not 
overcompensate for previous shyness, by maintaining a balance of assertiveness. I 
now aim to develop greater confidence in speaking out in larger team meetings and 
lectures. Finally this task has also allowed me to develop a greater appreciation of 
systemic therapies, and I have observed on placement how my role as a Clinical 
Psychologist within family work can be that of acting as a ‘catalyst’, in allowing 
clients and wider systems to make the influential changes for themselves.
Finally I believe this task has shown me that too often we fall into the trap of 
believing that being resilient as a therapist equates to being made of stone. However 
to work within a therapeutic relationship, it is necessary to allow ourselves to 
identify with our emotions, but equally be aware of when they may cloud our 
judgement, through the support of our colleagues and supervision.
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Personal and Professional Learning Discussion Group Process Account I
Summary
Word count: 246
On starting the training course, we were placed into Personal and Professional 
Development (PPD) groups. As well as a Problem-Based Learning (PBL) task, the 
aim of the group was to offer a reflective space to facilitate our development as 
Clinical Psychologists.
Over several initial sessions, we identified our group process developing from an 
initial state of flux to a more cohesive, productive working group, and this resonated 
with a theory of group development by Tuckman (1965), which we chose to present 
as our PBL.
Following the positive feedback on our presentation we bonded as group, but equally 
felt exposed as we began to get to know each other. 1 initially feared 1 would be 
labelled as ‘quief, but at times 1 was able to show initiative, and throughout the year 
1 developed a greater appreciation for the supportive, ‘reflector’ role 1 offered the 
group.
Influential factors to our group process included the role of our facilitator, group 
dynamics and characteristics of individual members, and the presentation of our 
genograms to the group, to help better understand our backgrounds.
Our group discussions impacted upon our clinical practice, in terms of greater 
appreciation of our skills, understanding the importance of supervision, the impact of 
dynamics on staff teams and constantly critiquing our work in line with new 
evidence. For myself, several aspects of PPD mirrored that of therapeutic 
intervention, and I gained a better understanding of the experience of the client, as 
well as my own personal development.
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Personal and Professional Learning Discussion Group Process Account 2
Summary
Word count: 248
On starting our second year of clinical training, we returned to meeting regularly in 
our Personal and Professional Learning Discussion Groups (PPLDG). Our goals 
from the end of year one included to focus more on professional issues and to 
consider ways of introducing ‘healthy’ conflict within the group. Throughout the 
year we discussed various clinical issues, and completed two exercises to explore our 
group dynamics.
Influential factors to our group development included engaging in another Problem- 
Based Learning task (PBL), which evoked some conflict and ‘splitting’ within the 
group. A ‘sculpting’ and reflective team task also allowed group members to 
consider the roles taken within the group, and an opportunity for feedback from one 
another. Finally the impact of having a new facilitator is also considered, in terms of 
Attachment theory.
Group discussions contributed to our individual learning and impacted on our clinical 
practice. My contributions included introducing ideas of leadership from my 
supervisory experience on a child placement. In terms of self-development, receiving 
feedback from group members has allowed me to consider more so the core qualities 
I may bring to my therapeutic work. External factors to the group have also aided my 
development throughout the year.
The transition into the third year of training may bring greater demands, and 
therefore it will be important to consider the continued role of PPLDG, and the 
impact of ending this reflective space.
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1.
Placement Type: 
Service(s):
Organisation:
Dates of placement: 
Experience gained:
Overview of Clinical Placements
Adult Mental Health
Spelthome Community Mental Health Team, 
Spelthome & Secondary Care Specialist Psychology 
Service, St Peters’ Hospital, Chertsey
Surrey and Borders Partnership NHS Trust
October 2009 -  September 2010
I completed clinical and risk assessments, with clients and carers presenting with a 
range of complex, severe and enduring difficulties, such as moderate-severe 
depression. Psychosis, Borderline Personality Disorder and Social Anxiety, within 
the CMHT. The Specialist Psychology Service allowed me to work with clients with 
mild-moderate difficulties, thus working with clients across the spectrum of severity. 
I provided a CBT group intervention for a heterogeneous client group, ranging from 
difficulties with depression, anxiety, anger, OCD and jealousy.
I undertook a Service-Related Research Project whilst on this placement, looking at 
outcome letters from a CBT based group, and their perceived usefulness for referring 
clinicians and clients. This was useful to consider how future correspondence could 
be adapted and tailored for the needs of both audiences.
2.
Placement Type: 
Service(s):
Organisation:
Dates of placement: 
Experience gained:
Child and Adolescent Mental Health
Buryfield Clinic, Guildford Child and Adolescent 
Mental Health Services, Guildford
Surrey and Borders Partnership NHS Trust
October 2010 -  March 2011
I completed individual, group and family interventions drawing from multiple 
theoretical models (CBT, Systemic, Behavioural and Cognitive-Developmental) with 
children and adolescents (0-18years) with a range of difficulties, including 
developmental disorders, anxiety and depression. I was able to draw from these 
models to either work using a 'pure' approach, or by integrating several aspects. I 
developed good skills in working systemically with families and professionals, both
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within the team and in the client's network e.g. GPs, child protection services, 
educational services etc. During the placement I provided neuropsychological 
assessments to children and young people with memory and learning difficulties.
I was able to provide supervision to Assistant and Honorary Assistant Psychologists 
completing brief individual intervention, supervision of group intervention and 
facilitation of peer supervision. I also provided joint teaching and consultation on 
CBT practice to other team members. In terms of service development work, I 
contributed to an audit of record keeping for clients and carers and enjoyed the 
opportunity to attend the CAMHS Youth Advisors award ceremony, to learn more 
about the work done by this service user organisation.
3.
Placement Type: 
Service(s):
Organisation:
Dates of placement: 
Experience gained:
Learning Disabilities
Community Team for People with Learning 
Disabilities, Worthing
Sussex Partnership NHS Foundation Trust
April 2011 -  September 2011
This placement involved providing individual and group intervention for clients with 
mild, moderate and severe learning disabilities, drawing from CBT, Systemic, 
Positive Psychology and Narrative therapy models of working. Within this placement 
I was able to adapt therapeutic techniques to meet the needs of the specific client 
group e.g. use of pictures, interactive whiteboards, adaptations to language etc. My 
role also involved extensive indirect work with families, carers and staff at 
residential homes. I was also able to offer consultation to a staff team on using 
Intensive Interaction techniques in their work.
I conducted several functional assessments of challenging behaviour and 
neuropsychological assessments to provide a diagnosis of a learning disability. This 
placement involved working extensively with the multi-disciplinary team, 
particularly more so with Speech and Language therapist and Social Workers than on 
previous placements.
4.
Placement Type: 
Service(s):
Older Adult Mental Health
Merton Older Adult Community Mental Health Team, 
Springfield Hospital, London
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Organisation:
Dates of placement: 
Experience gained:
South West London and St Georges’ NHS Trust 
September 2011 -  September 2012
This placement involved working with clients aged 65 years and above with 
moderate-severe mental health difficulties, often complex, severe and enduring. This 
includes depression, health anxiety, social anxiety, trauma experiences and eating 
disorders. This is often impacted on by co-morbid physical health problems and 
memory difficulties. My role included conducting psychological assessments and 
interventions using CBT, systemic and life review models, and neuropsychological 
assessments of memory disorders, such as dementia.
I have also been a facilitator for a Dementia Information and Support Group. Finally 
as part of this placement, I also had the opportunity to meet with service users, carers 
and other professionals outside of the team, in voluntary and charitable sector 
organisations.
5.
Placement Type:
Service(s):
Organisation:
Dates of placement: 
Experience gained:
Specialist Placement - Trauma 
Traumatic Stress Clinic, Springfield Hospital, London 
South West London and St Georges’ NHS Trust 
September 2011 -  September 2012
This placement involved undertaking complex psychological assessments to assess 
clients' difficulties against the diagnostic criteria of Post-Traumatic Stress Disorder 
(PTSD), assessment of clients' idiosyncratic psychological formulations of PTSD, 
and to assess for treatment suitability, including a thorough assessment of risk. I also 
provide evidence-based Trauma-Focused Cognitive Behavioural Therapy (TF-CBT) 
to clients following a range of traumatic events and experiences, which is adapted to 
the needs of the client and involves liason with the team and other health and social 
care professionals.
The placement has allowed me to work with clients from a diverse range of 
backgrounds, including refugees and war veterans. This work involved coordinating 
with other charitable and voluntary sector organisations and frequent work with 
interpreters.
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Adult Case Report Summary
An integrative approach to working with an older woman presenting with
severe depression
Mrs Elizabeth Styles is a white British, Christian woman in her mid sixties, who was 
referred to the Community Mental Health Team (CMHT) presenting with severe 
depression. My supervisor and I saw Mrs Styles for three assessment sessions. She 
completed Beck Depression Inventory (BDI) and Clinical Outcome in Routine 
Evaluation (CORE-OM) questionnaires at assessment.
Mrs Styles’ difficulties were considered using a cognitive-behavioural framework. It 
appeared her early experiences led her to develop the core belief “I’m unlovable”. 
The precipitating incident appeared to be when she experienced ‘burnout’ working in 
the church. Her presenting problems included negative automatic thoughts e.g. “I 
can’t feel love”, reduced behaviour and social withdrawal.
An action plan was developed to focus on Mrs Styles’ maintaining factors initially, 
and for longer term work to focus on her schemas. An initial contract of twenty 
sessions of psychological intervention was agreed. To date Mrs Styles had been seen 
for twelve sessions. She developed greater awareness of her early experiences and 
how they impacted on her current difficulties, an awareness of the role of social 
support in depression. She also developed behavioural goals which she began to 
work towards.
On repeat outcome measures at mid-intervention, Mrs Styles showed no objective 
change. However she reported some benefits of the intervention, and I considered 
that further intervention would be required on the underlying mechanisms behind 
Mrs Styles’ depression to observe significant change.
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Adult Neuropsychology Case Report Summary
Neuropsychological assessment with a woman in her late fifties, presenting with
complaints of memory difficulties
Miss Mary Finch was a White British, right handed woman in her late fifties, who 
was referred to the Psychology service following complaints of memory and word- 
finding difficulties. She attended with a work colleague who reported no objective 
observation of any difficulties, but described high levels of pressure placed on Miss 
Finch at work.
Miss Finch experienced recurrent depression over the last 20 years and currently 
suffered with chronic back pain. She currently worked long hours and at weekends, 
with increased pressure in the last six months.
A literature review outlined Miss Finch’s reported difficulties were within the areas 
of declarative memory and dysphasia, which may be affected by an organic process 
such as Alzheimer’s disease, or alternatively through psychosocial stress and 
depression, also observed in the literature to affect memory.
A number of psychometric assessment tools were used to assess Miss Finch’s pre- 
morbid functioning, general intellectual abilities, memory, executive functioning and 
mood. The results indicated there was no evidence of any objective memory 
impairment or dysphasia, and her cognitive profile was more consistent with 
psychosocial stress and depression in terms of her scores falling generally within the 
‘average’ range, good insight and her high functioning at work.
The results were fedback to Miss Finch and recommended that she aim to reduce her 
working hours and reinstate pleasurable hobbies to help improve mood. A brief 
critique of the assessment is discussed.
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Child Placement Case Report Summary
An integrative approach to working individually with an adolescent male 
presenting with depression and anger and working with the family system
Joe Parsons is a White British young man in his mid-teens who was referred to Child 
and Adolescent Mental Health Services (CAMHS) presenting with depression and 
anger issues. I saw Joe and his mother for one assessment session, during which they 
described the ‘problem’ and Joe's social, developmental and family history. Joe, his 
mother and a school teacher completed pre-treatment measures at assessment.
Joe’s difficulties were considered using a multi-perspective approach, incorporating 
individual and systemic factors, which included his mother’s chronic depression, 
increased pressure at school, negative self-beliefs, a negative peer environment and 
stressors within the familial home.
An action plan was developed with the family to offer Joe some individual support, 
developing Cognitive-Behavioural Therapy (CBT) skills, alongside some family 
work utilising systemic models of working. I saw Joe for four individual sessions and 
the family for three sessions. The intervention adapted to focus more systemically. 
The family considered their relationships to each other and influential factors 
negatively affecting their interactions.
Joe showed improvement on repeat outcome measures and considered himself “no 
longer depressed”, although there were some continued family disagreements. 
Through reflection and supervision I was able to consider the benefit of the initial 
work completed, and how the family could move forward with increased confidence 
and ideas to support their system.
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Specialist Placement Case Report Summary
Cognitive behavioural therapy with a man in his fifties presenting with post-
traumatic stress disorder
Mr Krishnakumar Sooran is an Asian Tamil man from Sri Lanka who was referred to 
the Traumatic Stress Service presenting with difficulties related to Post-traumatic 
Stress Disorder (PTSD). This was following a crane accident which crashed through 
his residential building, and he witnessed the dead bodies of two men killed in the 
accident.
Mr Krishnakumar was seen for an initial screening assessment by a clinician within 
the service, which followed a diagnostic framework, based on the Diagnostic and 
Statistical Manual-IV (DSM-IV, APA 2000) criterion for PTSD. Mr Krishnakumar 
appeared to meet the criterion, and his idiosyncratic difficulties were formulated 
using the Ehlers and Clark (2000) model for PTSD.
I saw Mr Krishnakumar for nine intervention sessions for Trauma-focused Cognitive 
Behavioural Therapy (TF-CBT), based on Ehlers and Clark’s treatment aims (2000). 
This included preliminary interventions such as offering psychoeducation, followed 
by work focused on elaborating the trauma memory, modifying negative appraisals 
of the event and addressing dysfunctional strategies. Following a re-assessment of 
his difficulties, this intervention was adapted to focus on dysfunctional strategies 
such as rumination, and guilt-based cognitions.
Mr Krishnakumar was re-assessed on objective measures at mid-treatment and 
showed improvement in terms of symptoms of PTSD and depression, and 
behavioural changes impacting on his quality of life. A critique of the work and plans 
for future intervention are discussed.
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Oral Case Presentation Summary 
How to beat ‘Fed Up’ with Team Ryan; Working creatively using Narrative
Therapy
The oral case presentation aimed to highlight a specific area of my personal and 
professional development as a Trainee Clinical Psychologist. Throughout my clinical 
placements, I have felt increasingly confident in the development of my assessment 
and formulation skills, alongside consultation and supervisory skills and the 
opportunity to think ‘eclectically’ within supervision. However one area which I 
believed required further development was actual practise in taking a ‘purist’ 
approach in working with clients using an alternative therapeutic model to Cognitive- 
Behavioural therapy (CBT). The piece of work I chose to present highlights an 
opportunity to work using Narrative therapy (White & Epston, 1990) with a client 
with a learning disability. In doing so I was also able to work more creatively and 
consider the wider systemic network; two areas which I believed needed further 
development.
The client I worked with, Ryan Reynolds, was a young man in his early twenties, 
who was diagnosed with Wolf-Hirschhom syndrome, and assessed as having a 
moderate to severe learning disability. He was referred to the Psychology team by his 
foster carer to support him with anger management difficulties, which were 
corroborated by members of staff at the day service he attended. Within supervision,
I considered that Narrative Therapy would be helpful to develop a new 
story/relationship to the ‘problem’, away from locating this within Ryan.
I utilised a framework based on work by Roth & Epston (1995) and summarised by 
Hoole & Morgan (2008) to discuss the stages of intervention working with Ryan.
The first stage involved externalising conversations, in which we aimed to ‘map’ the 
influence of the problem in Ryan’s life. This also allowed me to develop confidence 
in communicating with clients away from reliance on my verbal skills. The second 
stage involved exploring exceptions i.e. times that Ryan was able to overcome ‘Fed 
Up’ and ‘beat him’. Whilst Ryan had some moments in which he lacked confidence 
in drawing strategies to ‘keep Fed Up away’, he was able to overcome these with
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encouragement. This also helped my development in socialising clients to the 
rationale behind work, and staying ‘solid’ in times of doubt for the client. The final 
stage involved a celebration and consolidation of the new stories, and recruiting 
audiences to share in this. For Ryan, this meant developing a booklet of his work, 
and sharing the story of ‘Fed Up’ through letters to his support network.
On reflection of the work and my development, I now feel more able to use creative 
strategies in therapeutic work, and have greater confidence in working in other 
approaches aside from CBT, and feeling able to ‘step out of the familiar’. The 
experience of working with people with learning disabilities was also new for me, 
and has helped me to consider difference and diversity issues from a broader 
perspective.
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Research Log
1 Formulating and testing hypotheses and research questions y
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions y
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
y
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient information and consent forms y
14 Devising and administering questionnaires y
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety of contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
30 Applying research findings to clinical practice y
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ABSTRACT
Objective: This service evaluation aimed to identify the usefulness of outcome letters 
from a ‘Mind over Mood’ CBT group for referrers and General Practitioners (GPs). 
The rationale was to establish efficient and effective practice between clinicians and 
the Psychology service.
Design: The study was a descriptive, cross-sectional evaluation. Clinicians were 
asked to read an exemplar of a ‘Mind over Mood’ letter and fill out a questionnaire 
which related to their opinion of various subsections of this letter. This used both 
rating scales and open questions
Participants: A total of 45 clinicians were identified (31 GPs and 10 ‘other’ referring 
clinicians) of whom 9 returned the questionnaire
Results: Subsections of the letter ‘summary and formulation’ and ‘future 
recommendations’ were identified as the most useful sections by 66% of clinicians. 
89% of clinicians rated ‘summary and formulation’ as ‘very useful’. The subsection 
‘example of a thought record’ was rated by 79% as ‘not useful’ or ‘somewhat useful’ 
and 78% of clinicians rated it as ‘too long’. The results suggested mixed findings on 
ideal page length of the letters.
Conclusions: The results support previous literature findings that clinicians prefer 
short, concise information, find concluding information most useful and consider 
information which is not immediately relevant to their work as not useful.
Implications: Future ‘Mind over Mood’ letters to clinicians could be redesigned to 
consist mainly of a clear summary, formulation and future recommendation section. 
This would reduce administration time and maximise utility to the reader, hence 
promoting good patient care.
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INTRODUCTION
The ’Mind over Mood’ programme was adapted from the book by Greenberger and 
Padesky (1995) and has been running for over four years. It consists of three 
components: an introductory group session, a heterogeneous Cognitive Behaviour 
Therapy (CBT) group (run as a six week intensive group) and ’booster’ sessions to 
consolidate learning. At the end of the group, facilitators write a clinical letter to the 
referrer, which is also copied to the client and to the GP (where they are not the 
immediate referrer). This letter tends to have a standard format, typically around 4 
pages in length and consists of various subsections. The service considered the letters 
were important to help inform patient care for clinicians, to act as an ‘aid memoir’ 
for clients and also in accordance with the Department of Health (DOH) guidelines 
on copying letters to patients (DOH, 2003).
The Psychology service identified a need to explore the extent to which these letters 
are useful for referrers and GPs. The rationale for this was two fold. Firstly the letters 
required a considerable amount of time to complete, due to the length and detail 
involved. The researcher had experience of facilitating two groups, and found each 
letter could take around 3hrs to complete, as it involved collating and editing 
information from the group notes written over six weeks, scoring and interpreting 
psychometrics, and then tailoring the letter to address both the client and referrer 
readership.
Although this work was shared between two facilitators, the second facilitator was 
often a trainee, their work was supervised, and therefore a process of drafting and re­
drafting occurred which required additional time. It also meant long turnaround times 
for correspondence to be sent and although there are no formal guidelines for this, 
the service aimed for within 6 weeks. The service identified the amount of time 
spent on administration also detracted from contact time with clients.
The second reason for exploring the usefulness of the letters was to aid good 
communication between referrers and the psychology service and hence promote 
better quality of care for clients. The service considered clinicians may either
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consider the level of detail as useful for gaining greater understanding, or 
alternatively the letters may be deemed lengthy and not relevant, and therefore 
possibly ignored.
The literature in this area had mainly focused on correspondence between GPs and 
Psychiatrists (e.g. Blakely et a l, 1997; Pether et al, 1993). Particularly older studies 
(e.g. Williams & Wallace, 1974; Pullen & Yellowees, 1985) have identified GPs 
prefer letters from psychiatrists to contain 'key items’, which include diagnosis, 
suicide risk, prognosis and follow-up.
Margo (1982) explored GPs’ views on length of various subsections, and found GPs 
preferred information on social details to be kept as brief as possible, whereas they 
preferred concluding information, including formulation, to be more detailed.
Pether et a l (1993) offered GPs brief semi-structured summaries alongside the usual 
letters they received with key items. They found despite the relative shortness of the 
summaries (1 A4 page), 77% of them were still rated as ‘definitely’ or ‘extremely 
useful’.
In terms of psychological correspondence, Dalton and Holdaway (2006) also 
explored the usefulness of letters from a Child and Adolescent Mental Health Service 
(CAMHS) to GPs. They identified nine components of their letters, (which 
correspond to those in the ‘Mind over Mood’ letters) and generated a questionnaire 
to explore these. They found GPs appreciated information on medication and current 
difficulties. They rated letters as 'useful' or 'very useful' and appreciated concise 
letters, though they acknowledged complex cases may require longer letters. Dalton 
and Holdaway (2006) suggested a focus on medication may reflect a lack of clarity 
about different disciplines.
To date, the letters had been sent out in the standard format discussed above, and no 
previous evaluation had been conducted obtaining the views of those who received 
them. A parallel service evaluation was also conducted by another trainee looking at 
the usefulness of the letters for the clients.
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AIMS AND OBJECTIVES
This evaluation aimed to identify which subsections of the ‘Mind over Mood’ letter 
referrers and GPs find useful. It also aimed to identify referrers and GPs’ views on 
the ideal length of various subsections and the ideal length of the overall letter. 
Finally it aimed to elicit general views on the ‘Mind over Mood’ letter.
The objectives of this evaluation were to identify how best to adapt the 'Mind over 
Mood’ letters to be most beneficial to the clinicians who receive them, and so 
promote effective and efficient practice within the Psychology service.
METHOD
Design of the study
This was a descriptive, cross-sectional evaluation study, using a questionnaire survey 
design to gain feedback on the views of referrers and GPs on the 'Mind over Mood' 
group letters they received, in terms of their usefulness and ideal length.
Participant selection and characteristics
34 clients were identified who remained on the ‘booster’ sessions list for the group, 
and from this 45 corresponding clinicians were identified. These consisted of 31 GPs 
and 10 referrers from other disciplines, 8 of which were Psychiatrists and 2 were 
Occupational Therapists. Nine of these responded to the questionnaire.
Measures and apparatus
Example Letter
In order to maximise response rate and make it easier for potential participants to 
respond to the questions, a sample letter with typical subsections was also sent. This 
letter was based on a fictitious client and no identifying details of any clients from 
the ‘Mind over Mood’ group were used (see Appendix A).
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Questionnaire
The questionnaire was designed specifically to explore the usefulness of the ‘Mind 
over Mood’ letters. Within the literature several articles described using five point 
Likert scales or four point rating scales in questionnaires to rate ‘key items’ or 
sections of letters, e.g. ranging from ‘always important’ to ‘unimportant’ (Newton et 
a l, 1992), so it was felt appropriate to use this method here.
Participants rated overall usefulness for each subsection of the letter, e.g. How useful 
do you find  the following information: Goal planning?, with anchors ranging from 
‘not useful’ to ‘very useful’ on a four point scale. Additional items on the 
questionnaire involved closed questions which asked the clinicians to circle 
subsections considered too long or too short, and to circle the ideal length of the 
letter in page length, in consideration of the literature also exploring length of letters 
(e.g. Dalton & Holdaway, 2006). Finally the questionnaire incorporated open 
questions e.g. Which information was least useful? Why?, to explore qualitative 
views of usefulness and general comments (see Appendix B).
Information sheet
An information sheet was created to explain the rationale for the evaluation and to 
encourage participation (see Appendix C).
Procedure
Clients who had attended the group and continued to attend the 'booster' sessions 
were identified. The researcher then obtained details of their referrers to the 
psychology service, and their GP (where they were not the immediate referrer). In 
this way the sample was targeted to those clinicians who continued to have a link 
with the Psychology service. The service considered this important in terms of being 
most relevant to future working with these clinicians and possible ethical 
implications of contacting independent clinicians. The clients and clinicians had 
received their outcome letters on completion of the group, which ranged from 3 
months to 3 years prior to this evaluation. The researcher sent each of the 45 
identified clinicians an information letter, questionnaire, sample letter and self- 
addressed envelope through the service postal system. Clinicians were also
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encouraged to refer to their specific clients’ letter received. Clinicians were assured 
of anonymity and confidentiality with their details (see Appendix C).
Two questionnaires were returned where the clinicians no longer worked at the 
particular service. Four questionnaires were returned where the clinicians believed 
the sample letter was of a real client and they were unable to identify them on their 
system. These questionnaires were returned alongside an explanation letter 
identifying more clearly that the sample letter was of a fictitious client and for 
reference only. In these cases, for further clarity, the researcher also signposted the 
referrer to the actual client they had previously seen (see Appendix D).
After 6 weeks the questionnaires were collected from the Psychology service and the 
data was analysed.
ANALYSES
Nine questionnaires (20%) were returned in total from GPs and referrers. The data 
from the questionnaires was collated and input into SPSS. The researcher used 
descriptive statistics to compute the frequencies of various components of the 
questionnaire. The results are discussed below in terms of quantitative findings on 
the ‘usefulness’ of the letter, quantitative findings on aspects of length in the letter, 
and finally qualitative comments expressed by clinicians and referrers on the letter.
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RESULTS
Usefulness of letters
Overall usefulness o f different subsections
Figures la  and lb below indicate the percentage of clinicians’ responses on ratings of 
usefulness for various subsections of the ‘Mind over Mood’ letter.
The results indicate 100% of clinicians rated ‘summary and formulation’ and ‘future 
recommendations’ as either ‘useful’ or ‘very useful’, with 88% rating ‘summary and 
formulation’ and 78% rating ‘future recommendations’ as ‘very useful’. The majority 
of clinicians considered ‘background history’ and ‘presentation’ as ‘useful’ in the 
letters (77% and 67% respectively).
All clinicians considered the client’s presenting difficulties as at least ‘somewhat 
useful’ (44%) or above. None of the clinicians rated the section describing an 
example of a thought record as ‘very useful’, and 79% of clinicians rated it as either 
‘not useful’ or ‘somewhat useful’. 44% of clinicians rated both the ‘lifetraps’ 
subsection and the ‘psychometric evaluation’ subsection as ‘somewhat useful’. The 
results indicate mixed responses in terms of usefulness on the ‘goal planning work’ 
and ‘introduction to the group’ subsections.
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Introduction Attendance Description Presentation Background Presenting 
to the MOM of booster History Difficulties
group sessions
Subsections
□  Not Useful
□  Somewhat useful 
■  Useful
H Very Useful
Figure 1(a): Clinicians^ ratings of usefulness on the first six subsections of the 
^Mind over Mood* letter
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■  Useful 
D Very Useful
Figure 1(b): Clinicians* ratings of usefulness on the last six subsections of the 
‘Mind over Mood* letter
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Most useful and least useful subsections
Table 1 below indicates the number of clinicians who rated ‘most useful’ and ‘least 
useful’ on different subsections of the ‘Mind over Mood’ letter.
Table 1: Judgements of usefulness of subsections
Subsections Number of clinicians 
who rated as 'most 
useful'
Number of 
clinicians who rated 
as least useful'
Introduction to the MOM 
group 1 2
Attendance 0 0
Description of booster sessions 0 0
Presentation 0 0
Background History 0 1
Presenting Difficulties 2 0
Goal Planning work 0 3
Example of thought record 0 5
Lifetraps 2 1
Psychometric Evaluation 0 1
Summary and Formulation 6 0
Future Recommendations 6 0
The results indicate both ‘summary and formulation’ and ‘future recommendations’ 
subsections were rated by two-thirds of clinicians as the most useful section in the 
‘Mind over Mood’ letters. The results also indicate over half of clinicians (56%) 
rated the ‘example of a thought record’ section as least useful, followed by ‘goal 
planning work’ which was rated as least useful by a third of clinicians surveyed.
Length of letters
Ratings on length o f different subsections
Table 2 below indicates the number of clinicians who rated ‘too long’ or ‘too short 
about different subsections of the ‘Mind over Mood’ letter.
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Table 2: Judgements of Length of Letter
Subsections Number of clinicians 
who rated 'too long'
Number of clinicians 
who rated 'too short'
Introduction to the MOM group 1 0
Attendance 1 0
Description of booster sessions 1 0
Presentation 1 0
Background History 3 0
Presenting Difficulties 3 0
Goal Planning work 5 0
Example of thought record 7 0
Lifetraps 2 0
Psychometric Evaluation 1 0
Summary and Formulation 0 0
Future Recommendations 0 1
The results indicate 78% of clinicians rated the ‘example of a thought record’ section 
as ‘too long’, followed by ‘goal planning work’ by 56% of clinicians and 
‘background history’ and ‘presenting difficulties’ by one third of clinicians. Only one 
clinician rated any subsection as ‘too short’, which was ‘future recommendations’.
Ratings on ideal length o f overall letter
Figure 2 below indicates the percentage of clinicians’ responses on ratings of overall 
length of the letters. The results indicate no high percentage of responses for any 
single page length category. However the majority of the clinicians (89%) rated for 
the page length to be between ‘less than a page’ and ‘2-3 pages’. Over half of the 
clinicians (55%) rated for the page length to be between ‘less than a page’ and ‘1-2’ 
pages.
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Figure 2: Clinicians* ratings of ideal page length of the ‘Mind over Mood* letter. 
General views on the letter
The results below collated data gained from open questions on the questionnaire. 
Views on ‘most useful ’ sections
Three clinicians identified the ‘most useful’ sections were those which aided future 
work between themselves and the client e.g. “a good basis for further discussion 
with the patient in a framework they are now familiar in” and '‘gives us clues as to 
what might cause relapse and what to do about it”.
Two clinicians identified the ‘most useful’ sections were those which were 
considered shorter in length e.g. “the most succinctly written ” and “that is usually 
sufficient detail”.
Views on ‘least useful ’ sections
Four clinicians identified the ‘least useful’ subsections were those which were 
considered too long in length e.g. “Self explanatory. Too long. ” and “Very detailed, 
a short summary would be more useful”.
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Three clinicians identified the ‘least useful’ sections were those which they were 
either technically unfamiliar with or not related to their particular practice e.g. “not 
much use to me as a GP ” and “uses vocabulary and specialist terms not well known 
in general practice
General comments
All general comments made by the clinicians about the letter were in reference to the 
length, in terms of making the letter shorter, and recommendations for future 
formatting e.g. “Very important to be less than 1 page ”, “[the sections] were too 
detailed and text dense.., consider bullet points... ” and “a brief summary o f the main 
issues and outcomes would be helpful instead o f a long report”.
DISCUSSION
The results suggested ‘summary and formulation’ and ‘future recommendation’ 
subsections were considered most useful and rated ‘useful’ or ‘very useful’ by 100% 
of the clinicians. These two sections were not rated by any clinician as ‘too long’. 
This appeared to support previous findings (Margo, 1982; Pether et a l, 1993) which 
showed GPs often prefer concluding information to be more detailed, and that 
summaries alone can be particularly helpful.
In contrast subsections such as ‘example of a thought record’ and ‘goal planning 
work’ were rated as least useful, received less positive ratings on the scale of 
usefulness and were considered too long by a high proportion of clinicians. The 
results appear to suggest information on goal planning, thought records and 
‘lifetraps’ are not considered relevant or are unfamiliar to the clinicians’ practice.
The results suggested mixed views in terms of the overall length of letter, and this 
appears to support findings by Dalton and Holdaway (2006) that clinicians 
recognised the difficulty of dictating a restrictive length. Equally the researcher 
considered a high proportion of clinicians rated that the letter should ideally be
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between ‘less than a page’ and ‘2-3’ pages which is shorter in length than the current 
format. The support for concise writing was substantiated by general feedback.
In terms of limitations of this evaluation, the researcher acknowledged the findings 
of the evaluation are based on a relatively small sample size of 9 clinicians. However 
it is of note that this equated to response size of 20% of the original sample, which 
some studies suggest is the average response rate for a postal questionnaire 
(Haralambos & Holbom, 1990; Henderson, 1990). As the questionnaire was created 
by the researcher, it is unclear how valid it is as a measure of utility. However the 
methodology used within the questionnaire had been utilised in other studies of a 
similar nature (e.g. Dalton & Holdaway, 2006).
There was no identification of whether the responses received were from referring 
clinicians or GPs, although it was not the aim of the study to explore a difference 
between the disciplines. Finally clinicians surveyed may have greatly relied on using 
the sample letter as a reference guide which may on occasions have differed from 
their original letter. However the alternative would have been to ask clinicians to 
consider the questionnaire only in reference to their client’s letter, and may have 
reduced the response rate in terms of it requiring greater effort on the participant’s 
part.
In terms of implications for the psychology service, it is important to acknowledge 
these results alongside the results of a corresponding evaluation on the usefulness of 
the letters for service users, before considering the overall future of the letters. 
Despite this and in light of the researcher’s target aim to explore the usefulness as 
relevant to the referrers and GPs, the results appeared to suggest the relative 
importance of conciseness and greater focus on an overall summary of the work done 
rather than the current lengthy report.
Based on the findings here, the optimal letter would contain subsections as follows: 
a brief introduction to the group; some detail of presenting problems; detailed 
summary and formulation and future recommendations. Minimal or no detail seems 
to be necessary on the specific psychological processes and tools used within the 
group i.e. thought record, goal planning and ‘lifetraps’ work. This would also mean
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the overall length of the report would decrease to around 2-2 V2 pages. This would 
appear to help facilitate better communication and good practice between referring 
clinicians and Psychologists, as it would be more likely clinicians would be able to 
read through a summary document, and it would also cut down on administration 
time within the department, making available more contact time with clients and to 
run the groups.
The results of this evaluation will be fed back to the Psychology service alongside 
results from the corresponding service evaluation on the usefulness of the letters for 
service users. This will be done at a departmental presentation slot in August 2010.
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APPENDIX A
Ref: MOMreport/Smith 
NHS:
PRIVATE AND CONFIDENTIAL
Dr Platt
Merryweather Surgery 
10 Merryweather Lane 
Merryweather Town 
UK
2010
Dear Dr Platt
Re: Mrs Claire Smith
10 Cloudnine Street, Cloudnine Town, UK
(Intro to MOM group)
We are writing to let you know that Mrs Smith has now completed the 
intensive stage of the ‘Mind over Mood' (MOM) Group. This was a 
diagnostically heterogeneous group, combining a psycho educational and a 
therapeutic experience. The aim was to provide patients with cognitive 
behavioural skills to manage their current and any future psychological 
problems.
(Attendance & description of Booster sessions)
Mrs Smith attended the full 6 days over a period of six weeks, from February 
2010 to March 2010. She was offered regular booster sessions as an integral 
part of treatment and all group members are strongly encouraged to attend. 
They provide an opportunity for consolidation and to review and improve 
knowledge, skills and understanding within a socially supportive environment.
(Presentation)
Mrs Smith presented as a pleasant group member, who initially seemed 
unsure of herself. However she was able to contribute to the discussions 
within the group, and was encouraged by other group members to share her 
views. She participated well in working through various tasks in sessions, as 
well as completing home-based tasks.
(Background history)
At the start of the programme the aim was to help group members break 
down their problems into five components of thoughts, feelings, behaviours, 
physical symptoms and background. I will highlight Mrs Smith’s background 
briefly, as it seems significant.
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Mrs Smith was born the eldest of three children (2 older brothers). She 
described she had a good relationship with her parents in childhood. 
However when Mrs Smith was in her teens, both her mother and father died 
of long-term illnesses. Mrs Smith stated she did not attend the funeral, and 
was not encouraged to discuss her feelings of grief at the time. Mrs Smith 
stated her extended family were reluctant to care for her and she moved 
frequently between different family members, and was finally placed in care. 
She stated she no longer saw her brothers after this time. Mrs Smith 
described being bullied whilst in the care home, and she suffered from bouts 
of depression. She stated she was also bullied at school, struggled with her 
school work, subsequently leading to poor grades, and she began to drink 
alcohol and take illegal drugs.
Mrs Smith left school aged 16, and went on to get married and have two 
children (2 daughters). Mrs Smith developed encephalitis in her twenties and 
whilst in hospital her husband subsequently had an affair with her friend. 
They divorced shortly after this time, and Mrs Smith suffered a further 
episode of depression. In terms of Mrs Smith’s current family situation, she 
has been in a relationship with her current partner for 5 years, and described 
this as “difficult” at times, due to her current psychological functioning. Mrs 
Smith had one grandson and stated she felt close to him.
(Presenting difficulties using 5 part CBT model)
Emotionally Mrs Smith described feeling anxious, angry, guilty and low in 
mood. Physically she described symptoms such as heart racing, sweating, 
flushing and a high blood pressure. Behaviourally Mrs Smith stated she 
avoided going out and avoided making and receiving phone calls. She also 
stated at times she made verbally aggressive comments to her family, 
particularly when she had drunk alcohol, though she denied any drug usage 
for several years. She discussed some positive behaviours such as taking 
care of her grandson, playing games with her partner, doing some 
volunteering work and occasionally going for walks. She identified a number 
of negative automatic thoughts which related to her negative behaviours and 
emotions, such as “I can’t cope”, “ I’m weird” and “I am unlovable”. She also 
identified an unhelpful assumption of “If I spend too much time with people, 
they will see the real me and reject me”.
(Goal planning)
During the session on goal planning and taking care of one’s self, Mrs Smith 
identified helpful ways to take care of herself included having a nice bath, 
going for walks and good sleep hygiene, such as keeping to a regular 
routine. In terms of goals she identified her first goal as leaving the house to 
go to the gym once a week. She identified steps towards this as challenging 
negative automatic thoughts related to her anxiety e.g. “people will stare at 
me and laugh” and subsequently to test out these beliefs through exposure. 
Her second goal was to be able to take telephone calls, and she identified 
steps towards this as to start to call her partner or friend once a week and 
leave deliberate pauses in conversations to test out her anxious beliefs e.g. 
“people will think I am strange”. Her third goal was to reduce her alcohol
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consumption, through challenging negative thoughts such as “I need a drink 
to cope”, to attend AA meetings and to discuss her feelings with her partner, 
to promote positive communication.
(Example of working through a thought record)
Mrs Smith found further exploration of her thoughts and feelings helpful, 
using thought records both within and outside of the sessions. She identified 
a particular situation in the group when discussing a graded exposure 
exercise as part of her goal to go to the gym, where she elicited the ‘hot’ 
thought (i.e. the one that generates most distress) “I can’t cope”. She 
described feeling anxious, getting “butterflies in my stomach”, and she rated 
the intensity of her anxiety as 6/10. Her evidence supporting the thought 
included her reaction to her bullying at school, her episodes of depression 
following her divorce, and “becoming withdrawn” following the death of her 
parents. Her evidence to challenge the thought included her resilience in 
finding a new partner following her divorce, her ability to do volunteer work, 
and examples of past experiences where she had managed to cope e.g. a 
difficult situation in past work.
Although Mrs Smith struggled to generate a balanced statement in her home- 
based task, through discussion within the group, we discussed an alternative 
belief regarding how her early experiences might have helped her internalise 
the view “I can’t cope” without the use of drugs or alcohol, but this does not fit 
for her current situation, where she is coping and taking on different roles e.g. 
grandmother, mother, lover and volunteer. She stated she found it helpful to 
view “the other side of the coin” and reported she felt her thinking had 
subtlety changed as a result. She stated it was helpful to observe her 
thoughts written out concretely. We discussed the ways in which Mrs Smith, 
alongside other group members, could subtlety undermine themselves and 
their achievements e.g. when discussing her voluntary work Mrs Smith stated 
“It’s not really work”.
(Lifetraps)
Mrs Smith identified a number of key ‘Lifetraps’ (i.e. unhelpful patterns in 
adulthood arising from disturbances in childhood) using ‘Reinventing Your 
Life’ by J Young & J Klosko. These included ‘Abandonment’, ‘Vulnerability’, 
‘Emotional Deprivation’ and ‘Social Exclusion’. She scored particularly highly 
on ‘Vulnerability’ on the Lifetraps questionnaire, but also related to the 
‘Emotional Deprivation’ lifetrap, such that she identified she had experienced 
little love and affection in childhood following the death of her parents, and 
subsequent bullying.
(Psychometric evaluation)
Mrs Smith was assessed on a range of standardised measures of 
psychological functioning, such as the Clinical Outcomes in Routine 
Evaluation (CORE), the Self Efficacy measure, the General Health 
Questionnaire (GHQ) and the Rosenberg Self Esteem Questionnaire. She 
showed improved scores on the CORE and GHQ, but no improvement on the
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Self-Efficacy and Self-Esteem measures. Of note, it is common to see little 
change initially in these measures, as group members are encouraged to 
practice and utilise these skills further, beyond the 6 week scope of the 
group.
(Summary & formulation)
In summary Mrs Smith had started to develop an understanding of her 
current difficulties, such that she was anxious to interact socially with others, 
which was underlined by a core belief of being “weird” and “unable to cope”. 
Mrs Smith appeared to have had a difficult childhood. After the death of her 
parents she was made to feel unwanted by her extended family and 
separated from her siblings, at a time when she felt emotionally vulnerable, 
and required emotional nurturance and support for her feelings of grief. Her 
negative self-beliefs were further reinforced through bullying both within the 
care home and at school, and the betrayal experienced from her first 
husband, which may have further reinforced the belief “I am unlovable”. In 
terms of her presenting problems, this has culminated in avoidance of social 
interactions and developing friendships, difficulties within her current 
relationship and management of her emotions through the use of alcohol.
(Future recommendations)
It was therefore important that Mrs Smith continued to work on her thought 
records in relation to her beliefs about being “unable to cope” and to pursue 
her goals of developing social opportunities and interacting independently 
through exposure to anxiety-provoking scenarios, and the reduction of 
alcohol consumption. With time this might allow Mrs Smith to seek social 
support from others, and attend to her emotional needs. We also 
recommended Mrs Smith to be referred to the Drugs and Alcohol Team for 
further support.
We encouraged Mrs Smith to attend the booster sessions to help consolidate 
her learning and explore ways to overcome current difficulties. We hope this 
summary was helpful, but please contact us if you should need any further 
information.
Yours sincerely
Trainee Clinical Psychologist Chartered Clinical Psychologist
Co. Mrs Smith
Any other health professionals e.g. GP/Psychiatrist
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APPENDIX B
QUESTIONNAIRE LOOKING AT THE USEFULNESS OF THE 
‘MIND OVER MOOD’ CLINICAL LETTERS
Using the sample letter attached and considering letters you have received 
from the ‘Mind over Mood’ group regarding your clients, please circle the 
option that best applies for each section. This questionnaire should take 
about 10 minutes to complete. Thank you very much for your co-operation.
1) How useful do you find the following information:
a) Introduction to the MOM Group
useful
b) Attendance
useful
c) Description of booster sessions
useful
d) Presentation
useful
e) Background History
useful
f) Presenting difficulties using 
the 5 part CBT model
useful
g) Goal Planning Work
useful
h) Example of working through 
a thought record
useful
i) Lifetraps
useful
j) Psychometric evaluation
useful
k) Summary & formulation
useful
I) Future recommendations
useful
Not useful Somewhat useful Useful Very
Not useful Somewhat useful Useful Very
Not useful Somewhat useful Useful Very
Not useful Somewhat useful Useful Very
Not useful Somewhat useful Useful Very
Not useful Somewhat useful
Not useful Somewhat useful
Useful Very 
Useful Very
Not useful Somewhat useful Useful Very
Not useful Somewhat useful Useful Very
Not useful Somewhat useful Useful Very
Not useful Somewhat useful Useful Very
Not useful Somewhat useful Useful Very
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2) Are there any sections you would consider too LONG in length? (please 
circle all that apply)
Intro to the MOM group
Presentation
Goal planning work
Attendance 
Background History 
Thought record work
Boosters Info 
Presenting difficulties 
Lifetraps
Psychometric evaluation Summary & formulation Recommendations
3) Are there any sections you would consider too SHORT in length? (please 
circle all that apply)
Intro to the MOM group 
Presentation 
Goal planning work 
Psychometric evaluation
Attendance 
Background History 
Thought record work 
Summary & formulation
Boosters Info 
Presenting difficulties 
Lifetraps
Recommendations
4) Which information was the most useful?
Why?
5) Which information was the least useful?
Why?
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6) How long in length do you think the ‘Mind over Mood' letters should be ideally?
Less than a page 1-2 pages 2-3 pages 3-4 pages 4-5 pages 5+
pages
5) Are there any other comments you have about the ‘Mind over Mood’ letters?
Thank you very much for your time and co-operation. 
Please return in the self-addressed stamped envelope provided.
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APPENDIX C
Information sheet
Mind Over Mood Group
You have been sent this information because your client attended the ‘mind 
over mood’ group at the Specialist Psychology Service. After the group 
ended you were sent a letter providing details of your client’s participation in 
the group.
Please find enclosed a questionnaire about the letter you received; we have 
also provided an example letter for your reference. We have sent this 
questionnaire as we would like to find out your opinion of the letters as part of 
an evaluation of the psychology service. This is important to us as we hope 
that they provide a useful summary of the formulation and intervention 
provided within the group and the skills the client has gained. It is important 
to know which parts of the letters you find useful and not so useful so that we 
can provide efficient communication between our services and provide 
information tailored to your needs. It will only take 10 minutes of your time
Please could you complete the enclosed questionnaire and return it to us in 
the envelope provided. All information in the questionnaire will remain 
confidential and your questionnaires will remain anonymous.
Thank you, your help is much appreciated
Trainee Clinical Psychologist
I l l
APPENDIX D:
Explanation letter clarifying nature of the example
letter and the research
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APPENDIX D
2010
Dear
I apologise for the confusion in sending out this questionnaire; since embarking 
on this service evaluation I have observed a design flaw in that I have received 
several questionnaires back questioning who the client is in the letter.
Unfortunately I should have made it clearer in the information sheet that the 
letter supplied is an example letter based on a fictitious client and is not a 
client yourself or other referrers will have known.
The letter and questionnaire was sent to you as you referred (client name) to 
the ‘Mind over Mood’ group. He/she attended in (date).
I would be much obliged if you could take the time to fill in the questionnaire, 
either based on the letter you received re. (client name), or just by reference to 
the example letter supplied to give us a sense of your impressions and how 
future letters may be improved.
Again many apologises for the initial confusion.
Yours sincerely
Trainee Clinical Psychologist 
Psychology Department
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Evidence of Service Related Research Project (SRRP) feedback
Dear Manveer,
Thank you for presenting you SRRP findings at the Psychology Locality 
meeting on 11.08.10. The feedback from my colleagues was very positive 
and I hope you found it a useful learning experience.
Yours sincerely,
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^^Celebrities, Marriage and Infidelity: Perceptions o f  young fem ales”
Abstract of Qualitative Research Project 
June 2010 
Year 1
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Celebrities, Marriage and Infidelity: Perceptions of young females 
ABSTRACT
Background: There is a body of literature suggesting that celebrity culture impacts 
on individuals’ viewpoints in various ways. However there appears to be a gap in the 
research in relation to celebrity infidelity; a topic which has received recent media 
attention.
Aims: The current research was aimed at exploring young females’ perceptions of 
marriage and infidelity in celebrities and non-celebrities; and whether celebrity 
culture impacted on young females’ perceptions of relationships.
Participants: Each of the five female researchers recruited a female participant from 
their social network, in their twenties or thirties.
Method: Semi-structured interviews were digitally recorded and transcribed. 
Interpretative Phenomenological Analysis (IPA) was utilised to make sense of the 
meaning participants’ made of marriage, infidelity and celebrity culture. There is an 
acknowledgement within IP A methodology that researchers bring their own 
interpretations and experiences to the work; a reflective section was incorporated to 
illuminate this.
Results: The findings demonstrated the emergence of three superordinate themes: 
‘Movement of Marriage’, ‘Levels of Infidelity’ and ‘The Wider Impact of Celebrity’. 
This report focussed on the in-depth analysis of the theme ‘Levels of Infidelity’ as 
this was most relevant to the research question. This theme included four 
subordinate themes: ‘justification for infidelity’, ‘hierarchy of infidelity’, ‘othering’ 
(describing people as ‘other’ to oneself) and the ‘role of technology’.
Discussion: The topic of infidelity may be fuelled with emotion for some clinicians, 
making it difficult to avoid making personal judgements of service users. Further 
clinical implications and recommendations for good and ethical practice are outlined.
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Conditioning in forensic settings: Nurses* understanding o f  
conditioning processes within the nurse-client relationship, as a 
precedent to boundary crossings”
Major Research Project 
July 2012 
Year 3
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ABSTRACT
Objective
There is a paucity of literature around ‘conditioning’ processes prior to boundary 
transgressions. This study aims to explore how ‘conditioning’ processes are 
understood by nurses working with patients in forensic settings, as a precedent to 
boundary crossings.
Design
A  repertory grid interview technique was used to explore nurses’ implicit constructs 
around the topic of ‘conditioning’. A content analysis was performed on the grid data 
set, using participants’ ratings, to gain a preliminary understanding of nurses’ 
constructs. A thematic analysis was conducted on the transcripts of the grid 
interviews, to understand how these constructs were discussed more broadly.
Participants
Eleven mental health nurses with over one year’s experience of working in forensic 
settings, including medium secure units, were recruited from two forensic services.
Results
Content analysis of the grids identified 11 categories associated with nurses feeling 
influenced to cross boundaries. These included having a strong, positive regard for 
the patient and a lack of awareness for the consequences of the decision. These ideas 
were further supported by six key themes which emerged from the thematic analysis: 
1) Level of decision-making 2) Viewing the patient as a ‘person’ 3) Over-familiarity 
4) Personal identity roles 5) Team cohesiveness 6) Awareness of patients’ intentions 
as inhibiting transgressions.
Implications
Nurses appeared to draw on internal, unconscious processes, rather than motivated 
actions of the patient towards them, when crossing boundaries. The implications of 
these findings and applications to Clinical Psychology are discussed, as well as 
implications for future research.
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INTRODUCTION
Research on boundary transgressions has focused largely on major violations, with a 
predominant focus on the prevention of sexual boundary violations in 
psychotherapeutic relationships. To date, little has been documented on minor 
transgressions, and the processes preceding these, despite suggestions that boundary 
crossings can incrementally develop into violations over time. The theoretical 
literature has also largely ignored transgressions in forensic settings. This is in spite 
of the risk implications of poor boundary management in these settings. However an 
interesting finding has emerged in several Home Office inquiries looking at 
precedents to major risk incidents, and suggests that ‘conditioning’ of staff, by 
patients^ or by the environment, may account for boundary erosions and major 
incidents over time. At present there is a paucity of literature around ‘conditioning’, 
or how it is understood by those working in secure settings. This is complicated by 
the range of definitions used in the literature and methodological differences. The 
aim of this study is to therefore explore how ‘conditioning’ processes are understood 
and explained by nurses working in forensic settings, as preceding minor boundary 
transgressions.
Literature review
The literature reviewed for this study was derived from databases related to the fields 
of psychology, medicine and nursing: MEDLINE, Cumulative Index to Nursing and 
Allied Health Literature (CINAHL), British Nursing Index (BNl), PsychArticles, 
Psychlnfo and PsychBooks.
The following search terms ‘manipulation’, ‘conditioning’, ‘boundaries’, ‘boundary 
violations’, ‘boundary crossings’ were combined using Boolean operators with the 
search terms ‘forensic’ ‘forensic nursing’, ‘secure hospitals’, ‘therapeutic 
relationship’ and ‘nurse-client relationship’ to set limits on the searches within the
 ^The term 'patient' will be used interchangeably with 'client' in this thesis, to refer to the individual 
receiving care or therapeutic intervention. It is often used interchangeably both within the literature 
and by those within the profession who are being interviewed.
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particular context of the study. Wildcard operators e.g. ‘manipulât*’ were also used 
to extend possible search results. The majority of literature found related to theories 
and prevalence of major boundary violations, followed by a smaller number of 
articles relating to preceding processes to boundary transgressions i.e. 
‘manipulation’. The findings were reviewed, considered in relation to the study and 
presented in the themes below.
Forensic mental health nursing and relational securitv
Secure hospitals were developed for patients with a mental illness, who also pose a 
significant risk to themselves or the public, and have often received a criminal 
conviction (Department of Health; DOH, 2011). Increased scrutiny and attention has 
meant that High Secure hospitals, which provide the greatest levels of security to 
patients who pose serious and immediate danger, have undergone a number of 
changes in order to manage risk (e.g. Blom-Cooper et ah, 1992; Tilt et a l, 2000). A 
multi-disciplinary team approach to working with these patients is often required, a 
main component of which involves forensic mental health nurses.
Forensic mental health nursing has been described as entirely distinct to other areas 
of nursing (Bowers, 2002). The main difference most frequently cited between this 
profession and other areas of nursing is the conflict between the traditional caring 
role with that of managing security i.e. the dual obligations to the client and the 
criminal justice system (Martin & Street, 2003; Petemelj-Taylor & Johnson, 1995; 
Schafer, 1997). This suggests difficulties for the profession and wider forensic staff, 
in taking an appropriate position within their professional role, and is further 
emphasised by the use of the clinician-patient relationship as a key tool in managing 
risk, known as ‘relational security’ (DOH, 2010). Such guidelines highlight the need 
for safe and effective relationships with patients, with clear boundaries and an 
awareness of processes which may lead clinicians to be affected by the patients they 
work with.
The nurse-client relationship in forensic mental health is also considered to have 
greater depth, quality and intensity in contrast to general nursing (Robinson & 
Kettles, 1998). Petemelj-Taylor & Johnson (1995) however consider that ‘the
125
intensity o f the correctional environment contributes to the immediate risk o f  
complicated relationships" (p. 16), suggesting that the distinct nurse-client 
relationship may become affected overtime. Schafer and Petemelj-Taylor (2003) 
conducted a qualitative study, looking at patients’ understanding of nurse-patient 
relationships in secure settings. They found patients distinguished staff as either 
“heads” (smart, working hard), “hearts” (genuinely caring) and “wallets” (only there 
for the money). Whilst the patients argued the “hearts” were most liked by them, the 
authors theorise that these individuals are the ones most likely to be viewed as over­
involved with patients, and that a balance of ‘head and heart’ would be more 
appropriate (Schafer, 1997; Schafer & Petemelj-Taylor, 2003). In summary. Bowers 
(2002) highlights it is important for forensic nurses to have clear boundaries, whilst 
remaining human.
Kev concepts
1) Boundaries
Gutheil and Simon (2002) define a ‘boundary’, within a psychotherapy context, as 
‘the edge o f appropriate professional behaviour, transgression o f which involves the 
therapist stepping out o f the clinical role ’ (p.585). Similarly other authors (e.g. 
Sarkar, 2004) view boundaries as stmctural distinctions between the personal and 
professional identity. Simon (1992) outlined principles in establishing boundaries to 
include the maintenance of neutrality within the relationship, acting in the client’s 
best interest and to above all have respect for human dignity.
Much of the literature on boundary maintenance in mental health care is generally 
considered within a psychotherapeutic relationship (i.e. a therapist-client 
relationship, usually in private practice and in a psychodynamic psychotherapy 
context) (Gutheil & Simon, 1995). This is perhaps because boundaries are regarded 
as ‘core’ to the maintenance of this relationship (Smith & Fitzpatrick, 1995). 
However the importance of boundaries is noted for all mental health professionals 
e.g. guidelines from the Nurses and Midwifery Council (NMC, 2002) indicate ‘you 
must, at all times, maintain appropriate professional boundaries in the relationships 
you have with patients and clients ’ (p.4).
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Boundary transgressions or breaking of such boundaries have been considered in 
several domains, including role, time, place, money, use of gifts, self-disclosure and 
physical contact (Gutheil & Gabbard, 1993; Gutheil & Simon, 2002). Such 
transgressions can be divided into boundary crossings and boundary violations.
2) Boundary crossings
Gutheil and Brodsky (2008) define boundary crossings as "benign deviations from  
standard practice ’ (p.l9) and departures from usual stances maintained, which are 
often both harmless and non-exploitative. In a therapy context. Miller and Maier 
(2002) suggest these might include an extended session and some self-disclosure. 
Boundary crossings are often heavily dependent on the context and flexibility may be 
appropriate in exceptional circumstances e.g. offering a client a lift home, if weather 
conditions were severe and they had no alternative transport (Gutheil & Gabbard,
1998). Some authors consider boundary crossings can in fact be supportive of the 
therapeutic interaction, if recognised and appropriately explored (Simon, 1999). 
However it is important that they are regularly attended to, as will be explored 
further.
3) Boundary violations
Boundary violations, in contrast to crossings, are clearly exploitative and harmful to 
the client (Gutheil & Gabbard, 1998) and tend to prioritise the needs of the clinician 
over the client’s needs (Gutheil & Brodsky, 2008). These may include repeated 
contact outside of working hours, self-disclosure of personal problems by the 
clinician (Simon, 1995), acceptance of gifts and money on a regular basis from the 
client and to the extreme developing a sexual relationship with a client (Gutheil & 
Gabbard, 1993). Gabbard (2002) argues, within psychoanalysis, boundary violations 
can be determined by the lack of attention paid to them, and often an outright refusal 
to scrutinise practice, even at the request of the client. Therefore this highlights the 
difficulty in spotting when boundary violations occur, in the absence of open and
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transparent practice. However there has been little literature which extends to 
discussing the nature and impact in forensic settings.
4) Conditioning
The term ‘conditioning’ within the context of forensic work, has been used 
interchangeably with ‘manipulation’ (Fallon et a l, 1999) and as a subtype of 
‘manipulation’ (Bowers, 2002; Bowers, 2003a). Bowers (2003a) describes 
‘conditioning’ as one way of achieving manipulation, which is ‘the building o f a 
special relationship ' (p.46) through various mechanisms utilised by the client.
Within relational security guidelines (DOH, 2010), conditioning is described as 
"when someone uses the power o f their personality repeatedly and over time to 
persuade another person to act or think in a different way ’ (p.9). Both definitions 
imply a one-way interaction of one individual influencing another. However there is 
no empirical data to suggest the direction or the processes involved in ‘conditioning’. 
Therefore for the purpose of this study, the term ‘conditioning’ will be considered in 
the broadest sense as ‘having a significant influence on...' (Oxford Dictionaries, 
2012), in reference to a staff member feeling influenced to act in a different way, 
within a clinician-client relationship.
Serious incidents in secure settings
The notion of ‘conditioning’ has been discussed following a number of inquiries into 
serious incidents in forensic settings. A serious incident can be deflned in many ways 
e.g. within the National Health Service (NHS) as ‘something out o f the ordinary or 
unexpected, with the potential to cause serious harm, and/or likely to attract public 
and media interest" (NHS London, 2009, p. 10), and within secure settings usually 
relating to breaches in security. The Hennessey report (1984) stemmed from an 
inquiry into the Maze Prison, following the planned escape of 35 inmates. The 
inquiry findings suggest that the breach was triggered by a gradual erosion of 
security policies over time, and a general breakdown in relational security: ‘Because 
physical security at the Maze was...generally good, the prisoners had to break down
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the human contribution to security; they did so by adopting a deliberate policy o f  
conditioning staff to reduce their alertness. ’ (Hennessey, 1984, pr.3.05).
‘Conditioning’ was also discussed in a report on ‘Special Security Units’ (Walmsley, 
1989) i.e. ‘one o f the dangers o f staffing the security units is that the generally 
relaxed atmosphere and easy relations between staff and inmates can ‘condition ’ 
staff into being less vigilant on security matters ' (p.36). This description differs in 
that it offers less of a one-directional focus of one individual doing to another, but 
instead suggests the environment and familiar relationships may contribute to 
‘conditioning’. ‘Manipulation’ and ‘conditioning’, as contributing to major incidents, 
have been discussed in further reports (Learmont, 1995; Woodcock, 1994). The 
Fallon report (1999) suggests that these processes are not purely confined to prison 
populations, following major breaches at Ashworth High Security Hospital. These 
included the misuse of drugs and possible paedophile activity. One patient’s account 
within the inquiry eluded to an environment "‘where staff had lost control and where 
patients manipulated staff and systems more or less at will” (p.3.38.1) , giving 
examples of patients having advanced notice before room searches. This definition is 
again suggestive of intentional actions by patients as significantly influencing staff.
All reports highlighted the need for further staff training and understanding of the 
dangers o f ‘manipulation’ and ‘conditioning’ processes (Fallon et al., 1999; 
Hennessey, 1984; Learmont, 1995; Woodcock, 1994), to avoid serious incidents of 
risk, subsequent impact to staff, victims and families, and poor quality of care to the 
patients/prisoners themselves. The reports also highlight the need for greater study in 
this area. The Fallon report (1999) makes recommendations for greater input of 
Clinical Psychology resources in these settings, and there appears to be a role for 
Psychologists in offering some support around ‘conditioning’ processes. However, at 
present this appears difficult to do, when so little is known of how ‘conditioning’ 
manifests and usage of the term is varied.
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The nature and prevalence of boundary violations
The literature on boundary transgressions, in relation to psychotherapeutic 
relationships, has focused predominantly on boundary violations rather than 
crossings (Gabbard & Lester, 2002; Simon, 1998). This may be due to the 
recognition of harm caused by violations as opposed to crossings (Gutheil & 
Brodsky, 2008), the ethical and legal obligations to therefore investigate them, and 
the fact they may be more overt. This is highlighted by measures which aim to 
identify boundary violating behaviours, e.g. the Exploitation Index (Epstein &
Simon, 1990), but not boundary crossings.
The literature also tends to focus exclusively on the most extreme form i.e. sexual 
boundary violations (e.g. Sarkar, 2004). This is again suggestive of the significant 
harm associated with this type of violation, as evidence suggests it can be 
psychologically damaging to the client (Halter et al, 2007; Pope, 1990; Simon,
1995). The Royal College of Psychiatrists guidelines state ‘relationships o f sexual 
intimacy between doctor and patient are totally unacceptable ' (Royal College of 
Psychiatry, 2002, in Sarkar, 2004, p.315) and that ‘it is the meaning o f  behaviour to 
the patient, not the intentions o f the doctor, that determines harm ' (Sarkar, 2004; 
p.313). This leads us to note that ultimately the responsibility for managing 
boundaries and avoiding violations is placed firmly with the clinician (Gutheil & 
Brodsky, 2008; Simon, 1995), in spite of any input from the client.
The disproportionate focus on sexual violations in the literature is also reflected in 
the prevalence statistics on boundary violations. This is perhaps due to the fact that 
the resulting dismissal from the job can be more easily monitored than less offensive 
violations. These reports are still few and far between, predominantly from private 
psychotherapy practice, and many of which are considered to be underestimated self- 
reports (Daniels, 2011; Halter et a l, 2007). Lamb et a l (2003) found around 3.5% of 
therapists in the US had a sexual relationship with at least one client. This was 
similar to findings in a UK study, which surveyed 581 psychologists (Garrett, 1998). 
There appears to be less reporting in other professions such as nursing, and in 
institutions, although such violations have been discussed anecdotally (e.g. Petemelj- 
Taylor, 2003).
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Prevalence rates specifically within forensic services are an even greater rarity, as 
they are rarely discussed in the general domain, unless considered to be of wider 
public interest. A report following a review of security at special hospitals (Tilt et a l, 
2000) gave an indication of seven escapes and 23 absconsions from 1990-1999, in 
three high security hospitals in England. Miller and Maier (2002) also offer one 
example from the US, where they report 11 examples of staff becoming ‘over­
involved’ with the patients at the Mendota Health Institute forensic program unit 
between 1982-1985, two of which they report led to escape attempts. Although the 
meaning of ‘over-involved’ in this context is unclear, it suggests similar processes as 
indicated in the Fallon Inquiry (1999).
In addition there are often media reports of escape attempts from secure settings, e.g. 
one article reporting that 116 patients escaped from secure hospitals between 2007- 
2008 (Booth & De Bruxelles, 2008), though such media reports have been met with 
criticism (Exworthy & Wilson, 2010), due to questionable reporting of the statistics. 
Exworthy & Wilson (2010) also consider the wider issue of what an acceptable level 
of incidents would be. A base rate of zero appears an unrealistic target, and Melia et 
a/. (1999) suggest a certain level of boundary violations should be expected for a 
closed ward environment, perhaps due to the nature of involuntary detainment for 
most clients. However, given how boundary violations have been seen to both impact 
negatively on clients, and have significant risk implications, further study is required 
in forensic settings.
The progression of boundarv transgressions: The ‘slinnerv slope’
Although boundary violations and crossings have been defined separately, some 
authors suggest a violation is distinguished from a crossing not only by its severity, 
but also through the repetition of the event, and the development from an open, 
discussable process, to something more covert and hidden (Gutheil & Gabbard, 
1998; Gutheil & Brodsky, 2008). This view therefore considers the two may not be 
mutually exclusive, and that boundary crossings can actually be the starting point of 
major boundary violations. This has been conceptualised by Hamilton (2010) as the 
‘Boundary seesaw’ model, for use with clients in forensic settings. The model states
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relational boundaries are managed by providing ‘care within explicit limits’, which is 
balanced in the middle of a continuum between ‘over-caring’ and ‘over-controlling’. 
Some flexibility either side of the midpoint is representative of boundary crossings as 
being in the ‘risky zone’, however too much can then lead to sliding into a ‘danger 
zone’ i.e. boundary violations (Hamilton, 2010). It remains unclear if there is any 
empirical data to support this idea.
Simon (1995) also discussed this idea as the ‘slippery slope’ phenomenon, in which 
the therapist’s neutrality is eroded in small ways (i.e. boundary crossings), which can 
then lead to boundary violations. This notion appears intuitively to make sense, 
rather than assuming violations occur sporadically and in isolation. There is some 
anecdotal evidence in support of this e.g. Petemelj-Taylor (2002) describes an 
account of a sexual relationship developing between a forensic mental health nurse 
and client, with precursors to this relationship including increased time spent 
together and noticing the subtle ‘over-involvements’. This is acknowledged with 
caution as a single-case example.
The ‘slippery slope’ argument has experienced some critique as being misused and 
too speculative e.g. (Gutheil & Gabbard, 1998). This appears to be in response to the 
over-application of the concept, particularly within the legal system, and whether 
applicability is more specific to sexual, rather than general, boundary violations. 
Some authors also state such ideas may not apply to the few clinicians who enter a 
therapeutic profession with predatory motives i.e. the ‘bad apple’ theory (Gutheil & 
Gabbard, 1998; Simon, 1995). Gutheil and Gabbard (1998) state the importance of a 
healthy medium between overly rigid and overly flexible boundary applications, and 
this can be guided by awareness of the context, professional standards and the extent 
to which the acts are pre-meditated or subconscious. The latter appears important in 
recognising whether crossings are left unchecked, and therefore may have the 
potential to develop.
At this stage, it appears that whilst we cannot presume that all boundary crossings 
will develop into boundary violations, it appears some see it as a frequent precursor 
(Miller & Maier, 2002). Hamilton (2010) therefore states boundary crossings should 
be "rare, recognised, supported by peer review, thought through, and, as soon as 
possible, there should be processes that allow both parties to return to a centred
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position on the seesaw ' (p. 188). It appears boundary crossings may have the 
potential impact to develop, yet so far there has been little focus on these in contrast 
to boundary violations.
‘Manipulation’ prior to boundarv transgressions
There is also a paucity of literature on the influencing processes that occur between 
the clinician and client in forensic settings, prior to the manifestation of boundary 
crossings and violations. The literature which exists tends to be predominantly 
theoretical in nature (Bowers, 2003b), with little empirical data, and few in reference 
to forensic settings. The main explanation for this process is described as 
‘manipulation’, with ‘conditioning’ appearing as a subtype (Bowers, 2003a). The 
term ‘manipulative’ can be seen as controversial, as it is often applied to clients seen 
as ‘difficult’, particularly clients with a diagnosis of Personality disorder (Deans & 
Meocevic, 2006). This is a diagnosis frequently seen in forensic settings and prison 
populations (Maden et al, 1995; Singleton et a l, 1998). Older articles highlight how 
the term can be used in a blaming, labelling manner, such as Richardson (1981) 
offering a negative checklist o f ‘manipulative’ behaviours in an article entitled ‘The 
manipulative patient spells trouble
The negative application of the term ‘manipulation’ may be rooted in its definition, 
which emphasises the client’s conscious attempt to ‘manipulate’ the clinician e.g. as 
highlighted in a professional misconduct case study entitled "The nurse who let 
herself be manipulated by a patient' (2003). Several other articles define 
‘manipulation’ as a conscious, purposeful and deliberate process to gain advantage 
over another, through the use of deception and coercion (Bowers, 2003a; Gatward,
1999), again often considered in the direction of the client ‘doing’ to the clinician. 
Bowers (2002; 2003a) has made the most prominent attempts in the literature to 
define and understand what is meant by ‘manipulation’. In an interview study with 
nurses working in high security hospitals, looking at attitudes towards clients with a 
diagnosis of personality disorder. Bowers (2002) explored how the term 
‘manipulation’ was used. From these interviews he identified six subtypes of 
‘manipulation’:
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• Bullying -  continual pressure on the clinician, they are made to feel ‘petty’ if
they do not give in to the clients’ demands
• Corrupting -  the use of bribery to coerce the clinician. This is highlighted as
more rare, as only one account in the interviews.
• Conditioning -  the building of a ‘special relationship’ through various 
mechanisms
• Capitalizing -  using alternative organisations or procedures to those 
routinely used by staff to undermine and leverage against e.g. use of 
complaints procedures.
• Conning -  direct lying, exploiting newly qualified members of staff, 
exploitation of trust
• Dividing -  creating conflict within the teams, through deceit and 
exaggerations to instil differing opinions in different staff members. Also 
considered in the literature as ‘splitting’ (Segal, 1973).
From Bowers (2002; 2003a)
The ‘conditioning’ subtype here appears less objective, contrasted to use of direct 
lying or bribery. There is also arguably an overlap between the subtypes, e.g. 
‘corrupting’ through bribery may lead to ‘capitalizing’ in terms of using this 
information as leverage. Therefore it appears difficult for these subtypes to be 
considered distinct entities. Bowers (2002) describes the various mechanisms that 
can create a ‘conditioned’ relationship, which include i) flattery ii) the client’s 
expression of vulnerability iii) sympathy towards the clinician iv) the offer of 
protection from other clients v) humour to make the interaction more enjoyable vi) 
parity demand (reversal of the therapist role) vii) incremental erosion of boundaries 
viii) assertion of the ‘personality disorder’ perspective and ix) vacillation in the 
client’s regard for the clinician, inducing the clinician to work harder for positive 
feedback. These mechanisms suggest ‘conditioning’ occurs predominantly by the 
client instrumentally eliciting certain responses in the staff member, with little 
consideration for the clinician’s input. It is worth noting that whilst these accounts of 
manipulation are helpful, they relate specifically to clients with a personality disorder 
diagnosis.
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Bowers (2003b) has attempted to make sense of the process of ‘manipulation’ from 
several theoretical perspectives. This includes the observation of ‘manipulation’ as a 
normal process and a product of all human behaviour, which was previously 
proposed by Gatward (1999). Within the forensic domain, this may be seen as a 
mechanism for rebellion. Alternatively Bowers (2003b) considers that ‘manipulation’ 
is related to cognitive distortions, in terms of wrongly attributing ‘manipulation’ to 
others where there is no intent. Finally he suggests that the process may be entirely 
unconscious, and this will be considered from several theoretical perspectives further 
below. Brown (1997) attempts to explore ‘manipulation’ from a philosophical 
standpoint; arguing that ‘manipulation’ is a way of bypassing rational capacities in 
others. Again it is acknowledged that alongside these academic and philosophical 
discussions around ‘manipulation’, there is a need for empirical data to explore these 
ideas further.
Overall the term ‘manipulation’ appears to carry negative connotations and makes 
the assumption that such processes leading to transgressions are one-directional, 
whereas it remains unclear from a lack of research into this area whether this is in 
fact the case. The term ‘conditioning’, for the purposes of this study, allows for a less 
constricted definition, without making assumptions about the causal direction at this 
stage.
Theoretical perspectives on the precursor processes
Various theoretical perspectives have been proposed to explain how ‘conditioning’ 
and boundary transgressions can occur, but are similarly situated in 
psychotherapeutic literature, with little focus on how such processes manifest in 
forensic settings, and with other disciplines aside from therapists. There has been 
some attempt to understand the processes in cognitive-behavioural therapy (CBT) 
terms e.g. as ‘therapy-interfering behaviours’ (Linehan, 1993) which perpetuate 
continued difficulties for the client whilst in therapy. However the majority of 
theories have come from the Psychoanalytic literature, such as Object Relations 
Theory (Fairbaim, 1952); i.e. patterns learned in relation to early interactions with 
‘objects’ or care givers may be replayed in the therapeutic relationship. For example
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Melia et a l (1999) consider behaviours that test boundaries may aim to ‘shock’ the 
therapist, to counter the lack of emotional comfort received in early life. These 
theories offer support for the notion that preceding processes to boundary 
transgressions are initiated by the client, although it is unclear whether this is 
intentional.
Gutheil and Gabbard (1998; 1993) argue that boundary crossings and violations can 
be explained by transference (unconscious redirection of feelings towards the 
clinician) by the client and countertransference (unconscious redirection of feelings 
towards the client) by the clinician. An example of this is a client wishing for the 
therapist to undertake a parental role in the relationship (Gutheil & Gabbard, 1993), 
and therefore crossing and potentially violating boundaries in order to ascertain this. 
Smith (1977) also describes that clients may play out the ‘golden fantasy’, in which it 
is hoped the therapist can solve all their needs, not solely those agreed within the 
therapeutic contract. These ideas begin to suggest an interaction effect between the 
clinician and client, whilst still focused on the client’s needs.
Cognitive Analytic Theory (CAT) offers a specific explanation of boundary 
transgressions occurring in the context of reciprocal roles (Ryle & Kerr, 2002). 
Pollock and Stowell-Smith (2006) discuss CAT as applied in forensic settings, and 
the experience of ‘reciprocating transference’; that is to feel subjected to collude with 
the client’s reciprocal role procedures. This further highlights more of a significant 
role for the clinician within the boundary transgression and relates to specific 
patterns of interacting which marry alongside each other e.g. playing out 
‘manipulator-manipulated’ or ‘rescuer-rescued’ roles.
Equally this may involve re-enacting familiar reciprocal roles from the clinician’s 
early life as well, or ‘personal countertransference’ (Ryle, 1998j e.g. an example of 
where a clinician’s pattern of ‘rejected-rejecting’ can lead them to bend boundaries 
to avoid a potential rejection response from the client (Melia et a l, 1999). The 
interplay of both the client and clinician’s reciprocal procedures leads Pollock and 
Smith (2006) to conclude ‘who is exploited and who is vulnerable is very much 
dependent on the contributions o f each participant and the relational chemistry that 
develops. ’ (p.250). This broadens the debate of who is being influenced or 
influencing, in the relationship, and where the responsibility lies in boundary
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management. In terms of specific reactions from the clinician, some may struggle to 
tolerate feelings of loss and hence seek to continue the therapeutic relationship as 
ongoing ‘friendship’ (Gutheil & Simon, 2002). Alternatively Gorkin (1987) 
considers that the use of self-disclosure, as a boundary transgression, can be a way 
for the therapist to fulfil their desire to be seen as a ‘real person’ by the client.
In this way we introduce the idea that boundary transgressions could occur in the 
context of the clinician using the client to meet their own, unmet needs, rather than 
vice versa. Eber and Kunz (1984) describe the 'wounded healer’ -  the clinician who 
helps others in order to counter the lack of help for themselves. This can be 
manifested as ‘lovesickness’ and the ‘masochistic surrender’ (Gabbard & Lester, 
2002). The ‘lovesick’ therapist is described as well-functioning and yet develops a 
sexual relationship with the client under the guise of ‘true love’ (Twemlow & 
Gabbard, 1989).This is understood in psychoanalytic terms as a mechanism of 
gaining the love they did not experience in early life. A ‘masochistic surrender’ 
therapist over-compensates to meet clients’ increased demands, and in doing so, 
experiences masochistic gratification through managing a difficult client (Gabbard & 
Lester, 2002).
Several authors also discuss specific vulnerabilities experienced by clinicians, which 
may explain whether they engage in ‘conditioning’ processes more readily with 
clients. These include narcissism traits and psychosis (Twemlow & Gabbard, 1989) 
and negative personal relationships (Gabbard & Lester, 2002). It is unclear exactly 
how these might affect the therapeutic process, although one could hypothesise such 
factors may impact on the ability to function in their working role. Factors within 
the work environment may also contribute to boundary transgressions, such as 
existing conflicts with the organisation (Maier, 1986) and disillusionment towards 
the healthcare profession (Gabbard & Lester, 2002). The latter despondence can be 
the result of organizational level structures e.g. Bowers (2005) highlights significant 
fmstration for nurses working in a Dangerous and Severe Personality Disorder 
(DSPD) unit, after several false starts to promising treatment programmes.
In summary, whilst the definitions o f ‘manipulation’ and ‘conditioning’ suggest the 
client is the one influencing the clinician directly, the theories outlined above offer a 
mixed perspective. Whilst some support this idea (e.g. Linehan, 1993), other theories
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suggest an interactive process, which may function to serve either the needs of the 
client (Gutheil & Gabbard, 1993), the needs of the clinician (Gabbard & Lester, 
2002) or both (Pollock & Stowell-Smith, 2006). Some of the disparity between the 
theories and definitions may be due to the lack of applicability to forensic settings, 
and heavy focus on theories relating to psychotherapy practice. There is a need for 
further study to make sense of how the preceding processes manifest, specifically in 
relation to secure settings, and beyond psychotherapy relationships.
Prevention
In light of the potential impact of boundary violations, there have been some 
attempts to consider ways of prevention, again predominantly from the 
psychotherapeutic literature. Bowers (2002; 2005) suggests an important role for 
reflective practice and supervision to avoid ‘manipulation’ in forensic settings, 
although does not offer empirical data to support the efficacy of this. Sarkar (2004) 
also states, "it appears boundary violations occur when therapists choose action over 
reflection ’ (p.318).
Procter (1988) outlines three functions of supervision: i) a formative process of skill 
development, ii) a restorative process to support personal well-being and iii) a 
normative process to consider accountability and awareness of professional norms. 
Within this framework, greater focus would be on the normative function to highlight 
any disparity between current working and standards of practice for the clinician. 
Following this, the restorative function could aid with managing any negative 
emotions as a result for the clinician, and promote alternative ways of working 
through the formative function. Another mechanism of reflective practice is on a 
more individual basis. Simon (1995) encourages clinicians to do a ‘spot check’ for 
boundary violations and question whether their actions are part of a wider pattern. 
However Simon (1995) also states that ‘spot checks’ can easily be rationalised, and 
this form of isolated reflection has more potential dangers associated with it.
Several authors suggest the need for more training and education around boundary 
transgressions as a priority for prevention (Bowers, 2002; Sarkar, 2004; Schafer, 
1997). More specifically. Miller & Maier (2002) offer strategies to counteract the
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proposed factors involved in boundary violations. These include screening 
vulnerability factors in clinicians at interview stage, teambuilding exercises to avoid 
‘splitting’, and having explicit boundary issue discussions in daily practice. Whilst 
the latter two could be implemented in practice, the suggestion of early screening of 
clinicians appears problematic for several reasons. Firstly rejection on such a basis 
may be seen as discriminatory and currently unsupported by empirical research, 
secondly that personal circumstances are often transient, and thirdly, as suggested by 
the psychodynamic perspectives, it may be more appropriate to view all clinicians as 
‘vulnerable’, by virtue of the unique background brought into a therapeutic 
environment and drawn out in transference and countertransference processes.
There are a number of strategies proposed to specifically manage ‘manipulative’ 
behaviour in clients with a diagnosis of personality disorder. Melia et a l (1999) 
propose a triumvirate model of nursing, which involves two co-therapists working 
with a client and a coordinator to reflect on the work, with the three roles continually 
interchanged. This, the authors suggest, allows for avoidance of boundary violations, 
as ‘special relationships’ are perhaps not given the opportunity to develop in this 
style of working. The model also offers built-in supervision components and 
opportunities for boundary crossings to be tested safely. From the client’s 
perspective, Gatward (1999) suggests that there are existing interventions for those 
with a diagnosis of personality disorder e.g. Dialectical Behaviour Therapy (Linehan 
et al., 1999) which looks at tackling any ‘therapy-interfering behaviours’.
These interventions attempt to avoid the overt boundary violations, but little is 
considered by way of preventing boundary crossings and preceding processes. 
Supervision and training may go some way to support boundary issues; however this 
author would argue that it is difficult to tailor interventions towards managing the 
early stages of boundary transgressions, where we are still uncertain of what this 
entails. Therefore it is important to first explore the influencing processes 
themselves, before considering appropriate prevention strategies.
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Summary and limitations of the literature
In summary, the literature on boundary transgressions predominantly focuses on the 
psychotherapist-client relationship, rather than other settings and professions. 
However, given that boundary maintenance is a key therapeutic tool in forensic 
settings, with significant risks associated with transgressions, more research is need 
in this area. The potential for boundary transgressions is also arguably greater in 
forensic settings, firstly because clients are held involuntarily and may be more likely 
to rebel against boundaries. Secondly there is a tension for staff between taking on a 
therapeutic and custodial role, which makes boundary maintenance more difficult. 
Thirdly there is less opportunity for external boundaries to be put in place i.e. 
working in the client’s living environment versus working in private practice.
Home office inquiries and some anecdotal evidence have suggested processes of 
‘manipulation’ and ‘conditioning’ may account for the development of transgressions 
in forensic settings. However these definitions are not always clear, varied in their 
usage, and often controversial. The terms also appear to locate responsibility within 
the client as influencing the clinician. In contrast, other theoretical perspectives offer 
a mixed perspective on whether boundary transgressions develop as a result of the 
clients’ needs, the clinicians’ needs or an interaction between the two. The 
discrepancy may relate to such theories being located in the psychotherapy literature, 
which often requires a two-way reflection of the relationship dynamics as part of the 
therapy. In contrast there may be a greater focus and scrutiny of the client’s 
behaviour in forensic settings, which requires continual monitoring for managing 
risk.
The literature also focuses on boundary violations rather than crossings. However, in 
exploring how boundary transgressions manifest and develop over time in forensic 
settings, it appears important to look at the very start or basic level of transgressions 
first. Some authors have also suggested that many violations may start out as 
crossings, which have not been attended to over time i.e. the ‘slippery slope’ theory 
(Simon, 1998), although empirical support for this is unclear. In starting to explore 
boundary transgressions from the beginning, prevention strategies can be tailored to 
avoid further escalation.
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Overall there is a need to explore how ‘conditioning’ is understood, as preceding 
boundary crossings, particularly in light of a lack of empirical data to support many 
of the theories proposed. Although Simon (1995) focuses specifically on sexual 
violations, his point is valid in stating ‘the early identification and prevention [of 
boundary violations]... be a top priority fo r  the mental health profession ’ (p.94). 
Hey (2008), in studying how forensic nurses make sense of their role, also 
recognised and highlighted the need for greater research, training and education on 
‘conditioning’ processes, for forensic mental health staff.
Focus of the present studv
The aim of this study is to develop an understanding of the preceding processes 
leading to boundary transgressions in forensic settings. The study will focus on how 
‘conditioning’ processes are understood, within the nurse-client relationship, as a 
precedent to boundary crossings. As this is a relatively under-researched area, it 
appears useful to explore the processes at the very start of transgressions, and to 
therefore explore crossings rather than violations.
The author has chosen to focus on solely studying nurses for two reasons. Firstly, 
nurses have the greatest level and frequency of contact with patients on a daily basis 
(Bowers, 2002). Therefore it would be most useful to first focus on this subset of the 
multi-disciplinary team. Secondly, as this is preliminary research in the area, it would 
be important to start with a homogenous sample. In particular different professions 
may have different frames of reference in understanding boundary transgressions; the 
experiences would be variable, and not conducive to empirical research. However, 
this is not to say that nurses are the only profession that experience and engage in the 
‘conditioning’ process e.g. Home Office inquiries implicated a number of different 
professions, including psychiatrists, psychologists and social workers. This study 
may therefore be used as a platform for future research with other disciplines.
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METHOD
Research Question
The study aims to address the following question:
How do nurses make sense of ‘conditioning’ processes in forensic inpatient work 
with clients, as preceding boundary crossings?
Theoretical background and rationale 
Repertory grid technique
The repertory grid technique is based on George Kelly’s Personal Construct Theory 
(1965), which holds the position that individuals have an implicit framework, or 
construct system, for how they perceive and anticipate the world. The theory is based 
on the philosophical position o f ‘constructive alternativism’ (Kelly, 1970) i.e. whilst 
there may be one true reality, this can be perceived differently from one person to 
another. Kelly (1970) elaborated on the nature of constructs using a number of 
corollaries. These include the idea that constructs are bi-polar in nature (dichotomous 
corollary), have a range of convenience in being applied to a finite number of 
experiences (range corollary), and can both differ from person to person (individual 
corollary) whilst equally having some commonalities across people in the same 
context (communality corollary).
The repertory grid method was developed by Kelly (1965) as a way of eliciting an 
individual’s personal construct system on a topic, through structured interviewing. 
For this study, the repertory grid methodology was considered an ideal way of 
exploring the topic of ‘conditioning’ for several reasons. Firstly it offers a way of 
studying an individual’s viewpoint, free from bias, as it is created and discussed 
using their own frames of reference, and therefore offers a valid means of 
understanding ‘conditioning’ as experienced by the participants. Secondly the issue 
of crossing boundaries may be difficult for individuals to talk about, due to 
embarrassment or fear of judgement. The repertory grid interview allows participants 
to disclose as little or as much as they wish, whilst still eliciting key constructs 
associated with ‘conditioning’. Finally, such ideas around ‘conditioning’ may not
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necessarily be within the person’s conscious awareness, and therefore this method 
provides a way of allowing implicit ideas to be made explicit.
Jankowicz (2003) states that repertory grid methodology allows qualitative data to be 
expressed in a rigorous, reliable way. Within this study, qualitative analysis of the 
grids aims to both highlight significant constructs from the grids associated with the 
overall topic of ‘conditioning’, whilst also utilising the grid method as a 
‘conversational technology’ (Gammack & Stephens, 1994) by which to elicit further 
discussion and broader themes.
Content Analysis o f the repertory grids
Content analysis is ‘a research technique for making replicable and valid inferences 
from texts (or other meaningful matter) to the contexts o f their use ’ (Krippendorff, 
2004, p. 18) and can be used as both a quantitative and qualitative method. Although 
there are many generic approaches to content analysis (e.g. Mayring, 2000), this 
study will focus on a technique by Honey (1979a; 1979b) used specifically for 
analysing repertory grids. Whilst this is predominantly a qualitative method, it also 
makes use of the ratings within the grid and allows each individual construct elicited 
to be considered in relation to an overall topic i.e. ‘conditioning’. Jankowicz (2003) 
describes how this supports Kelly’s theory (1965) in relation to the ‘organisation 
corollary’ i.e. that some constructs will be more vital to the overall implicit system, 
whereas others will be less relevant. The analysis will be based on Honey’s step by 
step guide, which was used originally to conduct an attitude survey (Honey, 1979b). 
The aim of using the analysis within this study will be to gain an understanding of 
which constructs are most closely related to an understanding of ‘conditioning’ 
processes, as preceding boundary crossings.
Thematic Analysis o f  the interview transcripts
Thematic analysis is a qualitative method used to analyse and identify patterns in 
data (Braun & Clarke, 2006). Braun and Clarke (2006) describe the flexibility and 
applicability of the method, across various theoretical domains, as of significant
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value to qualitative research. They consider this type of analysis as compatible with 
constructionist approaches, but appropriately it can also be considered as a 
‘contextualisf method, which supports Kelly’s notion of understanding how people 
make sense of their experiences and incorporates both his individual and 
communality corollaries (Kelly, 1965). Thematic analysis will be used to analyse the 
interview transcript data set, the aim of which will be to both reliably check patterns 
in the grid data from the content analysis, but particularly to gain a deeper 
understanding of how ‘conditioning’ is understood and explained by the participants.
Braun and Clarke (2006) highlight the need to be explicit in stating the stance and 
approach taken to using thematic analysis, as it is often poorly defined. This study 
will analyse the entire data set of transcripts to provide a rich, overall description of 
the data, which is particularly useful for studying under-researched areas (Braun & 
Clarke, 2006). The analysis will aim to take an inductive stance in deriving themes 
directly from the data and at a semantic or ‘surface’ level without further 
interpretation of the data. This avoids trying to match the data with the pre­
conceived ideas by the researcher, and therefore is in keeping with Personal 
Construct Theory (Kelly, 1970).
Ethical Approval and Peer Review
A proposal for the study was submitted to the University for peer review (Appendix 
A), and following a panel meeting, given a favourable opinion (Appendix B). The 
study was submitted to a National Health Service Research Ethics Committee (NHS 
REC) for ethical approval in May 2011. Following a request for amendments, ethical 
approval was granted for the study (Appendix C). The study was also reviewed by 
the Faculty of Arts and Human Sciences Ethics committee and granted ethical 
approval (Appendix D).
As the research was conducted at various NHS forensic in-patient units, the study 
was also submitted to two NHS Trust Research and Development (R&D) 
departments, both of which granted permission for the research to be conducted 
within their trusts (Appendix E & F).
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Sample Inclusion Criteria
All participants eligible to take part in the study were required to be registered 
mental health nurses, who currently worked full-time in forensic medium or low 
secure units. All participants were required to have at least one year’s prior 
experience of working in forensic inpatient settings. Participants were not eligible for 
the study if they were not qualified nurses, worked part-time or were agency staff 
and had less than one year’s experience working in forensic inpatient settings. Due to 
the study requiring participants to elicit and discuss abstract constructs, participants 
were also excluded from the study if they were not fluent in the English language.
Recruitment
Participants were recruited following a number of procedures. Firstly the researcher 
met with the ward managers of the forensic units at a team meeting to discuss the 
project. The researcher offered the managers a copy of the project information sheet 
at this time (Appendix G). Following agreement from the managers, the researcher 
then had permission to attend ward staff meetings to discuss the study and offer 
information sheets. The researcher attended several of these meetings across different 
wards, to reach as many of the potential population sample as possible.
Participants who expressed an interest at the meetings were offered the information 
sheet with contact details. They were left with the information for a minimum of 48 
hours to consider the information, prior to consenting to their participation in the 
study. A copy of the consent form is shown in Appendix H.
Sample
Although there is no definitive guidance on the number of participants required for 
qualitative research, some authors have proposed suggested sample sizes, dependent 
on epistemological position e.g. 5-25 participants for an phenomenological study 
(Creswell, 2007) and standards in published qualitative research e.g. 8-20 
participants (Turpin et al., 1997). In relation to repertory grid methodology. Grudge
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and Johnson (2007) recommend around ten participants to be the optimum number 
for generating constructs.
In total 11 participants were recruited and took part in the study. The sample 
consisted of individuals across the two forensic sites (six participants across four 
wards at one site and five participants across four wards at a second site), all of 
whom were self-selected following liaison and agreement with their ward managers. 
Table 1 shows the demographics of the sample.
The sample characteristics were compared with demographic data from three other 
studies using forensic nurses. The mean age was directly comparable to other studies 
(e.g. 42.2 here vs. 42.55 in Ewers et a l (2002). Ewers et a l (2002) suggest a 2:1 
ratio of male to female forensic nurses, however this study is more comparable with 
studies which suggest a 60% to 40% ratio in forensic settings (Coffey, 2000; Foster 
& Onyeukwu, 2003). Mean length of overall forensic experience (9 years) was 
similar to Ewers et a l (2002) (10 years), but less than in Coffey (2000) (15 years). 
Less information was available on nurses’ ethnicity; however Foster & Onyeukwu 
(2003) state 50% of their sample was Black and 17% White. This sample contains a 
higher number of Black participants, but is considered to be reflective of the author’s 
previous experience of working in forensic settings.
Table 1: Demographics of the participant sample
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Participant
Number
Gender Age Ethnicity Years of 
experience 
as
registered
nurse
Years of 
experience 
overall in 
forensic 
settings
Level of 
security 
worked 
in
1 Male 44 Black
African
7 10 Medium
Low
2 Female 45 Black
African
1 7 High
Medium
3 Male 32 Black
Caribbean
10 10 Medium
Low
4 Male 50 Chinese 20 20 Medium
Low
5 Female 40 Black
African
5 5 Medium
6 Female 44 Asian 
British - 
Indian
6 6 Medium
7 Male 36 Black
African
2 4 Medium
Low
8 Female 46 Black
African
7 7 Medium
Low
9 Male 42 White
British
2 2 Medium
10 Male 33 Black
African
6 6 Medium
Low
11 Male 53 White
British
13 13 Medium
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Repertory Grid Interview Procedure
The interviews were conducted in a quiet room at the participants’ place of work, 
lasted approximately 2 hours with a break and were digitally recorded. Participants 
were informed about the background rationale and asked to complete a consent form 
(Appendix H) following acknowledgement of the information sheet (Appendix G). 
Participants were made aware of the conditions in which confidentiality would be 
broken i.e. disclosure of immediate and imminent physical harm to self or others, or 
a criminal offence.
The repertory grid interview followed a number of steps, which are similar to those 
outlined by Gammack and Stephens (1994). Firstly participants were asked to 
consider three situations of each of the following categories (the ‘elements’):
1) Three situations where you were working with a patient and you felt 
influenced to step out of your professional role in a small way and you did so
2) Three situations where you were working with a patient and you felt 
influenced to step out of your professional role in a small way, but did not or 
held back from doing so
3) Three situations where you were working with a patient and you did not feel 
influenced to step out of your professional role at all.
Participants were encouraged to consider specific situations, across their careers in 
forensic nursing. They were asked to write a prompt word to help them remember the 
situations, each on a separate card, totalling nine cards. These nine ‘element’ cards 
were then shuffled, numbered, and written along the top of a blank repertory grid 
(Appendix I). The cards were then presented in triads e.g. cards 1, 2 and 3, and the 
participant was asked to consider any way in which the first two cards were similar, 
but different from the third. The participant was encouraged to elaborate on any 
concrete constructs and to explicitly state the opposing construct that made the third 
situation distinct. The linking construct was written down on the left hand side of the 
grid, and the opposing construct on the right side.
This was then repeated with the rest of the cards in triads until no new constructs 
were emerging or all combinations were exhausted. Participants were then asked to
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rate each of the nine ‘elements’ or situations, on a scale of 5-1, against each 
construct, with the left hand side of the construct rated as 5 and the right hand side of 
the construct rated as 1. Participants were encouraged to use the whole range of the 
scale. An example completed grid is shown in Appendix J. Finally participants were 
asked to rate the same nine ‘elements’ on a separate scale, where 5 is ‘felt very 
influenced’ and 1 is ‘did not feel influenced’. This is called the ‘Top View’ and used 
to contrast the overall construct of ‘feeling influenced’ against individual construct 
scores (Appendix K).
Participants were offered a break, whilst the researcher began the initial analysis 
stage. Participants were then invited to discuss whether or not the top 3-4 constructs 
were consistent with their experiences, to elaborate on these ideas and consider any 
alternative factors not elicited in the grid. At the end of the interview, participants 
were debriefed about the purpose of the study. All participants were offered support 
information, including contact details to a staff counselling service. They were also 
offered a summary of the findings.
Analytic Process
Appendix L outlines the scoring and content analysis procedure used, based on 
Honey (1979b). This involved eliciting the most salient constructs to the topic of 
‘conditioning’, using participants’ ratings. The highest rated constructs were 
presented back to the participants for discussion. The ranked constructs were then 
used to form the ‘top’ data set (most associated with feeling influenced) and the ‘tail’ 
data set (least associated with feeling influenced). These data sets were compared 
and contrasted.
Thematic analysis was also used to explore whether these findings were supported by 
an overall exploration of the participants’ discussions. The process of analysis 
followed the steps outlined by Braun and Clarke (2006), in which the participants’ 
audio recordings were transcribed, the transcripts were read and re-read, and initial 
ideas were recorded. Individual data extracts were then coded, and these codes were 
considered and grouped into overarching themes, which were further subdivided or
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developed. These themes were fiirther reviewed, defined and named, using thematic 
maps.
Content analysis of the grids allowed for specific factors associated with feeling 
influenced to step out of their role to be elicited. However further thematic analysis 
of the interview transcript data was conducted to explore how well these factors were 
supported within the participants’ overall discussions and whether there were broader 
themes in thinking about ‘conditioning’, which go beyond the grid data.
Credibilitv checks
Yardley (2000) suggests four key factors in maintaining credible qualitative research: 
commitment, rigour, transparency and coherence. In terms of commitment, the 
author has engaged with the project over two years and read extensively to develop a 
good knowledge of repertory grid methodology and the analyses. Rigour was 
demonstrated through practice of the interview technique with colleagues prior to 
administration with participants, the use of multiple analyses, as well as gaining an 
independent interpretation of the content analysis data by a supervisor. External 
guidance was also sought from an expert on the content analysis of Repertory Grids. 
Transparency was incorporated throughout the project, from outlining the 
methodological approach taken, to sharing the initial results of the grid scoring with 
the participants and gaining feedback, to sharing the development of the thematic 
analysis results, in this final write up and in supervision. The latter was also 
important in establishing coherence in the research. Ongoing discussions with a 
supervisor and a Trainee Clinical Psychologist, who also used thematic analysis in 
research, allowed for the development of a clear research story, without resorting to 
restrictive inter-rater reliability measures, the use of which may conflict with the 
philosophical underpinnings of repertory grid methodology.
Statement of own position
The author has previous experience of working in forensic medium and low secure 
units, as an Assistant Psychologist, and is aware this may have led to some initial
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impressions around the area of ‘conditioning’. They were aware of their position as a 
Psychologist, and the difference in roles in comparison with nursing, which may 
have allowed some distance from the experiences of the participants. They 
acknowledged that their own thinking around boundary issues, as a Trainee Clinical 
Psychologist, may impact on the interpretation of participants’ statements at times. 
However it is hoped a combination of structuring the interview using the 
participants’ own experiences, gaining validation on the results of the scoring and 
completing a thematic analysis of participants’ words, in a methodical way, allowed 
the author to aim to take a neutral stance during the analysis.
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RESULTS
Content analysis results
Across the 11 participants’ sets of repertory grids, a total of 194 constructs were 
generated. Following Honey’s procedure (1979a; 1979b), and as discussed in 
Appendix J, a total of 62 constructs formed the ‘top’ data set, and a total of 63 
constructs formed the ‘tail’ data set. Following comparison of the data sets, nine 
constructs were eliminated and the remaining 53 constructs in the ‘top’ data set 
which were sorted into 11 categories. Table 2 below indicates each category and the 
number of construct items in each:
Table 2: Content analysis categories and number of items in each
Content analysis category Number of constructs in each category
Desire for patient to do well 7
Guided by own judgement 6
High empathy for patient 5
Positive relationship with patient 5
Relaxed around patient 5
Desire to care for the patient 5
Consequences of the decision 5
“Good patient” 4
Patient known for a long time 4
Strong emotional pull 3
Miscellaneous 4
The categories indicate those factors which participants rated as most associated with 
feeling influenced to step out of role. Below is a brief outline of each of these
152
categories, and incorporating the constructs within them. Appendix M shows a 
complete list of constructs in each category and eliminated constructs.
7. Desire for patient to do well 
Nurses identified having a strong desire to help patients progress, as being associated 
with feeling influenced to step out of role. Constructs within this category included 
‘wanting to make life ‘normal ’for the patient ‘had a strong desire to help ’ and 
having a ‘strong motivation for the client’.
2. Guided by own judgement 
Nurses identified making decisions guided by their own judgement as being 
associated with feeling influenced. They identified this as in contrast to when they 
held policy or professional principles in mind, or drawing from prior knowledge. 
Constructs within this category included ‘independent ofpolicy’ and ‘guided by self’.
3. High empathy for the patient 
Nurses identified having high levels of empathy towards the patient as being 
associated with feeling influeneed. Constructs within this category included ‘strong 
empathy ', ‘can relate strongly to the client ’ and ‘wanted to show empathy ’.
4. Positive relationship with patient 
Nurses identified having a positive relationship with the patient as being associated 
with feeling influenced, in which the patient was easy to engage and the quality of 
the relationship was positive. Such constructs within this category included ‘good 
therapeutic relationship ’, ‘did not feel angry towards patient ’ and ‘can discuss 
openly with patient’.
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5. Relaxed around patient 
Nurses identified feeling relaxed around the patient as being associated with feeling 
influenced, with a lack of pressure or concern around them. Constructs within this 
category included ‘staff more relaxed around client \  ‘less cautious around client ’ 
and ‘no pressure to form a personal relationship
6. Desire to care for the patient 
Nurses identified a desire to care for the patient, particularly if seen as vulnerable or 
distressed, as associated with feeling influenced. Constructs within this category 
included ‘patient needs to be looked after ’ and ‘wanted to show support \
7. Consequences o f the decision 
Nurses identified situations where there were no likely consequences, in the decision 
to step out of role, as more associated with feeling influenced to do so. These 
consequences could be to the self, the team or the public. Constructs within this 
category included ‘no risk to public ’ and ‘not thinking o f long-term consequences ’.
8. ‘Good’ patient
Nurses identified working with patients who were seen as ‘good’ i.e. compliant and 
doing well, as more associated with feeling influenced to step out of role, compared 
to patients who were less compliant and mentally unstable. Constructs within this 
category included ‘good insight ’ and ‘more mentally stable ’.
9. Patient known for a long time 
Nurses identified working with the patient over a long period and knowing them 
well, as more associated with feeling influenced to step out of role, compared to 
patients who were known for a short time. Constructs within this category included 
‘known client for a long time ’ and ‘patient new to forensic services ’.
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10. Strong emotional pull 
Nurses identified having a strong emotional pull to a patient as associated with 
feeling influenced to step out of role. Constructs within this category included ‘felt 
pulled by patient’.
11. Miscellaneous
Nurses identified some constructs associated with feeling influenced, which were not 
clearly able to be categorised, and which may be more related to specific situations. 
Such constructs included 'not concerned about patient’s physical health ’ and 
'relative/carer involved’.
As shown in Table 2, the categories did not vary significantly in the amount of items 
in each, which suggests no clear factors stood out as more or less significant 
according to the participants.
Thematic analvsis results
A total of 11 transcripts of the repertory grid interviews were analysed using 
thematic analysis, as outlined by Braun and Clarke (2006). Appendix N shows an 
extract of a transcript, with initial ideas annotated on the right, and individual coded 
extracts on the left. Appendix P shows the initial stages and development of themes.
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The final thematic map is shown in Figure 1. A total of six themes were found 
associated with nurses’ understanding of conditioning processes, as a precedent to 
boundary crossings:
• Decision-making
• Shifting from ‘patient’ to ‘person’
• Over-familiarity
• Personal Identity
• Team Cohesiveness
• Awareness of patient intentions
D esrelocareThematic analysis mapP aten t doing 
'weltIdentiffcation 
with patient
Personal IdentityTeam cohesivenessShifting from 'patienf to  
'person'
Nurses'understanding of 
'conditioning'processes as a 
precedent to  boundary 
crossings
Patient's best 
interests Confidence wifii 
experience
Decision-making
Awareness of patient 
intentions
Lack of reflectionClear-cut Depth of 
engagement
Figure 1: Thematic analysis map of nurses* understanding of * conditioning* 
processes as a precedent to boundary crossings
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1. Decision-making
Many of the nurses discussed the process of stepping out of role as requiring a level 
of decision-making in order to do so. However nurses related that this was affected 
by a variety of factors, including how ‘clear cut’ the decision was, the level of 
reflection involved in the decision, and whether they had a rationale for stepping out 
of role.
a) Clear cut
Where nurses were presented with the opportunity to step out of role, they identified 
some of these situations as being ‘clear cut’ in terms of their decision. In most cases 
this resulted in a firm, quick decision not to cross the boundary.
“They 're they 're quite clear cut you know, they they 're issues that I  wouldn 't 
compromise on, I  would not" (P7)
One type of situation was one where nurses felt aware of the high risk implications of 
stepping out of role. Nurses described risk as preceding all other factors which 
should be taken into consideration, and that issues of risk made it more justifiable to 
hold the boundaries. In particular, they spoke about the need to remain aware of the 
patient’s past history and index offence as important factors in their decision-making:
“You start to forget the index offence, and it takes, you need to be reminded, your 
colleagues remind you o f the risk, what they did. And then it helps you remember, 
you have to take it into account, you can't let your guard down ” (PI)
Where they identified significant concerns from the patient’s past, particularly if it 
pertained to the current situation, they recognised the need for the boundaries to be 
held:
“You know the thought o f allowing him to drink, you know, because o f the crime, it 
was just like, that influences you as well, you know, because I  thought it's not like 
he's in hospital for something minor" (PI 1)
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Nurses were also concerned about the consequences, to the patient and to 
themselves, of stepping out of role. One nurse spoke of the high consequences to 
themselves if they broke boundaries, in relation to their position within the team:
“I  can see when people have made that sort o f cost, or break boundaries that are set 
clearly by the teams as well It makes them look stupid... and sometimes you can 
spend a long time buying your way into the trust o f the team. So there are similarities 
with this, in terms o f the high price you can pay ” (P7)
Where external guidance indicated they should not step out of role, nurses believed 
the situation was more clear cut, and the boundaries were held. This included 
guidance from management or authoritative agencies, such as the Ministry of Justice, 
to which the nurses and the service would be held accountable. This may again 
relate to the serious consequences involved for the nurses in acting against such 
guide, although some also viewed it as a way of externalising the decision and 
demonstrating this to the patient:
“I f  they were governed by management they'd be less likely to step out o f their role 
yeah. The thing is, it gives you a carte blanche to say “well I  would help you, but the 
manager says no " whereas rather than it being your own decision " (P9)
Nurses typically spoke about specific service policies or professional guidelines as 
the reason they refrained from crossing boundaries. Where there was no clear policy 
guiding the nurse’s decision either way, they would be more inclined to consider 
stepping out of role, and use their judgement in doing so:
“Ok, yeah in this situation I  did feel a sense o f being right, only in the sense that 
there was nothing in black or white...or or on paper, to stop me from doing it" (P3)
However this was not always the case, as one nurse described their frustration that 
policy was sometimes ill considered, and that it was important for staff to not follow 
such guidance blindly, and show some level of independent judgement:
“They 're called policy, but often people haven't thought them through and how that 
actually impacts on the people we 're working with, and the the example would be the 
handover time, the handover is finished then, just because the clock doesn 't say 
(time) doesn't mean that we can't get involved" (P9)
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b) Lack of reflection
Nurses acknowledged that in ambiguous scenarios, it was important to be mindful of 
boundaries and vigilant to potentially stepping out of role. They recognised, 
however, that the level of conscious reflection on the decision often varied. On the 
one hand, nurses understood the importance of reflection in their work, such as 
learning from past experiences and considering what could have been done 
differently. They noted the need for distance from the event to reflect and to 
continually question their ovm decision-making processes, to avoid lapsing into 
crossings:
'"''If you 're not reflecting you know, you you you 're not trying to look at areas where 
you don't you you, you don't do well, you could do better on things, to improve on 
your you know role and err your relationship, how you relate to them, the next time 
you think “i f  I  did it wrong. I'll have to try another way" (P5)
They therefore explained that they would be more likely to cross boundaries, or feel 
influenced to do so, when the process was that of an unconscious one, and as a result 
the decision was made automatically:
"'Because the nature o f the two o f this is subliminal....and it has to be done quickly, 
almost automatic, it's so quickly that if...y  ou 're not careful you umm...can end up 
doing it" (P3)
Similarly, nurses described in the absence of clear consideration or reflection, where 
the situation was felt to be ambiguous, they could be guided by their internal or 
instinctive judgement. Whilst this could be the use of what was described by some 
nurses as ‘professional judgement’, nurses more often described how they felt 
emotionally about making the decision, or the level of comfort with the decision:
“So you may not be comfortable with someone having their leave at that time and err 
youyou may even struggle to explain to them exactly why you are feeling that way, 
but you have to trust your instincts, i f  you feel that something is not right" (PIO)
Thus in the absence of clear guidance, nurses were left with a decision to consciously 
reflect on the decision, use professional judgement, or even on occasion a ‘gut 
instinct’. It appears the latter may be more subjective and may potentially lean
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towards crossing the boundary, in contrast to times in which the decision was 
rationalised consciously.
c) Patient’s best Interests
Several of the nurses stated that they were more inclined to step out of role where 
they believed it would have a clear therapeutic benefit to the patient:
“To me, that errr, me stepping out o f role, stepping out o f my time, and umm 
facilitating whatever they are asking for, for me it was beneficial here but not in that 
one at all, so I  didn’t mind doing that fo r them ” (P8)
Conversely they also described being more willing to hold a boundary if the decision 
led to something non-therapeutic for the patient e.g. smoking. Many of the nurses felt 
this was something to prioritise, and questioned the need to ever step out of role, if it 
were not for the benefit of the patient. One participant did not view the act as a 
genuine crossing, if it can be viewed as having a beneficial purpose:
“But even i f  you do with the boundaries, you won't really really be crossing, you ’II 
just be making some slight headway for the benefit o f the individual, and then for the 
benefit o f  your profession as well sometimes” (P7)
In particular, nurses spoke about being aware of patients’ physical health needs, and 
feeling more likely to step out of role if it was seen to be in the best interests of their 
health. They described the importance of promoting physical wellbeing in patients, 
and that this should be prioritised over any service rules.
“I  think r d  be more influenced i f  they had physical health problems... with that, that 
area. I ’m very influenced to go the extra mile, because it is about their health ” (P2)
This may relate to a bigger issue of nurses wanting the patients to progress and that, 
in certain circumstances where there are clear benefits to the patient in supporting 
them, this can outweigh cost, and may actually go on to support the therapeutic work.
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2. Shifting from ‘patient’to ‘person’
The second theme depicts the subtle shift for nurses from viewing the individual they 
care for as primarily a ‘mentally ill patient’ and instead they are viewed more as a 
‘person’. This ‘person’ could be similar to a friend, a relative, or even the nurse 
themselves, but fundamentally they are viewed as a ‘normal’ human being first.
“We ’re all human you know, it could be you, it could be me ” (P5)
This therefore appeared to make the nurses feel more in tune and connected towards 
the patient, which led them to feel more likely to be influenced to step out of their 
role:
“So you feel sadfor them, they are human beings and they’ve ended up here, i t ’s 
sad... And you can can sometimes step out o f role because at the end o f the day we 
are human beings and we ’re dealing with human beings ” (P6)
a) Identification with the patient
Nurses described feeling a strong sense of identification with certain patients, with 
whom they felt more influenced to step out of role. This could be expressed as the 
nurse seeing a lot of themselves in the patient, or equally identification also extended 
to the nurse viewing the patient as someone close to them, and these perceptions 
resulted in an adapted type of interaction, beyond the professional discourse:
“I  kind o f identified with him, with this guy, because he was just a little bit older than 
my son, so Ifelt, you know I  could could talk to him like I  could talk to my son err 
and with this guy, he was about a little bit younger than me, but a similar age and 
err, you know, i t ’s like we were talking ‘man to man ’ kind o f thing” (PI 1)
In thinking about the patient as a ‘person’, nurses expressed a greater sense of 
empathy towards them, in considering what type of treatment they themselves would 
want in the patient’s situation. They went on to discuss how exceptions could be 
more easily allowed when the nurse identified with them on a very raw, emotional 
level, in which a focus on rules and protocols gave way to an almost primal urge:
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“Why did I  feel you know, so empathetic, you know what I ’m talking about, this is 
somebody who’s struggling or rather wanting to eat and I  was like “oh my gosh, how 
can you not allow someone to eat? ” You know, it might have been me ” (PIO)
These were the clients who nurses freely expressed having a bias towards, which 
they spoke of as reflecting general life, in which preference towards certain 
individuals is considered usual:
“I  know i t ’s a professional role, but some patients you like more than others, I  mean 
mean i t ’s normal" (P4)
Some nurses described the process of identification as developing through shared 
interests with the patient, but more predominantly it was considered to occur through 
deeper similarities between the nurse and patient, such as shared experiences of 
significant life events and difficulties. This appeared to influence the nurse to step 
out of role by offering greater self-disclosure, to demonstrate a sense of empathy to 
the patient:
“Ihave kids as well... that obviously, encountered certain umm issues as well along 
those lines, and what I  did now, I  stepped a little bit out o f tract and err in order to 
help her get through it, I  sorta told her about my situation as well, and explained to 
her as well, you know I  have kids ok around the same age, and this is what happens 
sometimes, and this is what you need to do, and I  totally get where you ’re coming 
from" (P3)
There were however some exceptions, in which nurses identified similarities in their 
lives which were negative and they were therefore more likely to hold the boundaries 
firmly with them, due to a reduced amount of empathy:
“It was difficult fo r me to kind o f you know separate the similarity between this 
person I  knew and this patient... and it was difficult fo r me to you know relate to him, 
because it kind o f brought back you know negative things in my own life about the 
person he reminded me o f” (PI 1)
However in general, nurses appeared to identify that a greater level of positive 
association and identification with the patient, would lead to greater empathy with
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them, as being viewed more as a ‘person’, and this led to greater feelings of wanting 
to step out of role.
b) Patient doing ‘well’
The idea of the patient shifting to being viewed as a ‘person’ appeared to also be 
supported by the positive progression the patient was making within the system. 
Nurses talked about certain patients who appeared ‘well’, and they were therefore 
more able to relate to them and to be more flexible with the boundaries:
“This person is actually doing fine ” ...so I  was like “you know what I  think actually 
he’s done himself well” ...so maybe I  can let him smoke for a bit longer” (PIO)
An important factor in determining the level of a patient’s ‘wellness’ was their 
current mental state, and nurses identified feeling more influenced to step out of role 
with those who were currently stable, than those who appeared chaotic. They also 
expressed greater preference towards those patients who were compliant with their 
treatment, did not try to be ‘difficult’ and who were generally consistent in their 
behaviour. It appears such patients may then be viewed as ‘good’ and therefore were 
viewed as more positive to work with:
“I f  they are compliant, they are easier to work with, so I  we ’re likely to feel more 
influenced, compared to i f  they are argumentative ....yeah coz it feels like they are 
blocking you., you ’re just not drawn to to them yeah ” (P8)
Some nurses also believed the patient’s academic or previous occupational level was 
significant in terms of them feeling influenced. Although this may initially appear to 
relate to a sense of greater identification with those patients who shared a similar 
intellectual status with the nurse, through deeper exploration of the transcripts, it 
transpired nurses discussed this as a way of them seeming more ‘normal’ and 
therefore ‘well’:
"They both fell ill while at Uni, so so... because they were ummm, they’re well- 
spoken and things like that, Ifind  myself giving them more time, because 
they’re...(whisper)they weren’tso  mad” (P3)
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3. Over-familiarity
Nurses reported that a degree of over-familiarity could develop in their working 
practice, in which they became less vigilant of boundaries. This was discussed in 
relation to greater familiarity on a one on one basis with particular patients, but also 
greater familiarity with increased experience of working within the forensic system.
a) Depth of engagement
Nurses described the depth and quality of the relationship with the patient as 
significant in terms of feeling influenced to step out of role. They explained how 
over many years of working in forensic settings, that they saw the same patients on 
an almost daily basis at work, and as such knew them extremely well. The nurses 
explained how this long-term engagement inevitably led to less vigilance of 
boundaries:
“We need to know them well, very well over time actually, we see them all day
long Coz you see the same things each day, you become less aware, and I  guess
then it’s easier to let your guard down, and feel influenced by clients. Definitely 
yeah” (fi\)
For many of the nurses interviewed, this reduced guardedness was particularly true 
with those patients for whom they were the primary nurse or ‘key’ nurse. This role 
required a greater level of one to one working with the patients, having individual 
sessions to explore specific factors related to their care plan and difficulties, and this 
added to the depth of engagement. For one nurse, it also consolidated the relationship 
as being a unique one, in which the knowledge of the patient was particular to them, 
and less familiar to the other staff in the team:
“You know i f  you ’re a patient’s key worker, you seem to know every facet o f their 
life ...sometimes you know factors about the patient that somebody else, one o f  your 
colleagues might not necessarily know " (PI 1)
This type of relationship was depicted as having a good rapport between the nurse 
and patient and a good degree of trust in the patient. It therefore appeared important
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to the nurses to maintain such a relationship to help the patients, and therefore they 
were more willing to cross boundaries in small ways in order to do so:
“Ifyou establish some sort o f therapeutic relationship with a service user, you want 
to work hard at maintaining it... and so certain things like “oh ok. I ’ll suspend your 
leave straight away ”, you would not want to say it... because then again you ’re not 
too sure that this person or this service user’s gonna come back to you again” (P7)
Therefore nurses appeared to describe that the greater depth and quality of 
relationship with a patient, particularly developed over time, was more likely to lead 
them to crossing boundaries.
b) Confidence with experience
During the interviews nurses often reflected on situations across their whole careers, 
and therefore considered the progression of their skills and experience in forensic 
settings over time. They acknowledged that with greater experience, they developed 
an increase in their confidence to manage boundary issues, contrasted to their earlier 
years in the field:
“I  guess I ’ve got years o f experience, in my younger days, I  might be, bit naïve and 
could have been influenced by this, but don’t think I  have now ” (P4)
This was acquired through greater exposure to the types of ambiguous situations 
discussed previously, and therefore may have refined their decision-making skills or 
confidence with using their ovm clinical judgement to make the ‘right’ decision. 
There were some mixed views about the extent to which a higher qualification acted 
as a ‘buffer’ for managing boundary crossings. Some nurses considered a qualified 
member of staff would be less likely to step out of role compared to an unqualified 
staff member, such as a healthcare assistant, perhaps again due to the increased 
experience:
“Well in this one anyone can do it, even the healthcare assistants can do it, but these 
ones i t ’s, like the appointment, a qualified should go ” (P6)
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However just as lengthy contact led to over-familiarity, some nurses recognised that 
increased experience, and greater qualification, resulted in over-confidence which 
could potentially lead to overlooking subtle boundary crossings:
"Ifyou feel more experienced and more confident, and you get too confident, then 
yeah, I  think you get less aware when you get more experienced. Coz you see the 
same things each day... and I  guess then i t ’s easier to let your guard down " (PI)
4. Personal Identity
Just as nurses recognised the development of the patient being viewed as a ‘person’ 
was important to feeling influenced, they also spoke of their awareness of their 
personal, non-work role identity as relevant to their interactions with patients. This 
was the individual they identified as being outside of work, and outside of their role 
as a nurse:
“I ’m just saying it’s tapping into you being you, yes you are a nurse, but still you are 
you, I  don’t know..that’s just me, that’s my identity. I ’m not my identity, yes my 
career is a nurse, but i t’s me underneath” (P8)
They recognised the great difficulty in often separating this side of themselves from 
their work, and were of mixed views whether this was necessary. Fundamentally 
they recognised that working with patients was likely to affect them on a personal 
level, and that they could be influenced in a similar way to any other human being.
a) Overlap of personal and professional roles
A subtheme of this which was discussed across the interviews was the difficulty 
experienced by nurses, where they felt their personal and professional views directly 
clashed:
“Yes la m  a trained nurse and I ’m there to obviously give care and treatment to 
service users, ummm, it does not stop the fact that I  do have my own emotions and I  
do have my own feelings, and that’s not necessarily agree with everything I  agree to 
practise you know? ” (P3)
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Some nurses spoke of how the roles they played outside of their professional life 
tended to creep in at work, such as their familial roles, and as such the relationships 
with some patients had become reminiscent of those they experienced at home:
‘T think that as a mother and umm some o f the clients, maybe you look at them and 
think, “that’s maybe what I  would advise my child”
“I  have actually said those words to some o f my patients that um “I ’m not talking to 
you now as a nurse. I ’m talking to you how I  maybe I  would talk to a cousin or 
brother” (P8)
This has clear implications for nurses finding themselves stepping out of a 
professional role with these patients, where the lines become blurred between the 
personal and professional self. As such, nurses appeared to be caught in a critical 
dilemma. On the one hand, they viewed themselves as people first and foremost, and 
felt this was integral to working with patients successfully. As one nurse described 
below, they stepped out of their role by conveying the level of their ‘humanness’ to 
the patient; that essentially everyone was struggling in some way:
“Even other nurses, they come here, to you they might look perfect and they come 
across as very professional and you know caring as i f  they haven’t got a problem in 
the world, but for most people, you know, we ’re all struggling with different issues 
and life isn ’t perfect ” (P11 )
On the other hand, they spoke about the importance of being a professional nurse 
when at work, and trying to remain professional in spite of their desire to be seen as a 
person:
“I ’m a professional; I  have to do it how it’s supposed to be ” (P5)
It appeared that for them, holding in mind this sense of professionalism helped to 
either avoid crossing the boundaries or at least stop them from escalating further:
“Generally people are quite professional, they do step out in small ways, but they 
stop it getting bigger” (P4)
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b) Desire to care
Nurses spoke of their desire to care for the patient, in a way which appeared to 
resonate with them on a personal, emotional level, beyond the expectations of their 
nursing role. They recognised in themselves a sense of wanting to help the patient, 
even when they understood this may mean stepping out of role:
“I  don’t know, i t ’s not straightforward. I t ’s outside o f my role, hut I  have to help the 
patient” (P6)
“You want to help somebody out don I  you, we all have our moments and that would 
influence somebody who wanted to.. I  wouldn’t normally for example hold 
somebody’s hand, but that was what I  felt was needed at the time ” (P9)
They described having this desire to care for the patient as particularly prevalent 
where they viewed the patient as vulnerable in some way, either following a difficult 
life event, or at times when they appeared distressed:
“One day he got up at one o clock in the morning, very disturbed, very upset and 
said err “I ’ve had a really bad dream, can I  please just have a talk with you? ” and I  
said “yeah, i t ’s no problem ”, and my colleague said “look its one o clock in the 
morning, i t ’s time to sleep ”... But I  actually, I  actually fe lt like he did have a kind o f 
like a nightmare, and was quite upset, he was very vulnerable as well” (PI 1)
As highlighted above, this could lead nurses to feel likely to step out of their usual 
role with the patient, against the recommendations of others. At one extreme, one 
nurse described this as wanting to strongly advocate for the patient whom they began 
to see as a ‘victim’ of unfair treatment. As well as wanting to protect patients from 
the maltreatment of others, nurses identified the need to protect some patients from 
experiencing negative emotions in general, although at times felt uneasy about 
expressing this:
“Mmm, I  want to say, i t’s not about hurting them. But....well I  say not really, but 
yeah, no actually sometimes you don’t don’t um yeah you just don’t want to hurt 
them. ” (P5)
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This then placed nurses in a position of feeling more influenced to step out of role, in 
order to avoid hurting, disappointing or Tetting down’ the patient in some way. This 
suggests nurses felt influenced by their internal desire to look after the patient and 
protect them from negative experiences, which appeared to be part of their individual 
identity rather than as a nurse.
5. Team cohesiveness
Nurses spoke of themselves as being part of a wider system in working with patients 
in forensic settings. They considered the difficulties they faced in needing to work 
independently, but also remain part of the team, and they recognised that team 
cohesiveness helped to support boundary keeping. They spoke about the benefits of 
being able to depend on the team to support their position when they felt under 
pressure to step out of role with a patient, and recognised the importance of 
providing a consistent message to patients across the team. There was therefore an 
emphasis on remaining cohesive, and working without any ‘weak links’ which could 
be potentially exploited:
“I f  the team is solid, you ’re working as a team, the message is quite clear to 
everybody, that “no ”, and even i f  they speak to another person i t ’s still a “no ” or 
i t ’s still a yes. I f  you don’t you ’d find you ’dfind you ’d be all over the place ” (P7)
In contrast, nurses recognised that some patients could try to find one or two 
individuals within the team, whom they could collude with, as described previously, 
in a ‘special’ type of relationship:
“It depends on the patient, sometimes they don’t want to talk openly you know, and 
maybe they will talk with, you know, some special person, like some psychological 
(P6)
This could then lead to what was described as ‘splitting’ in the team. This is a term 
which appeared to be well used by nurses as a long-standing concept from 
psychoanalytic literature, in which a patient perceives individuals to be either good 
or bad, and treats them accordingly (Segal, 1973), and can therefore have negative 
implications for working as a team. None of the nurses spoke about themselves
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experiencing ‘splitting’, but indirectly about experiencing frustrations with other 
team members who believed in their position as knowing ‘best for the patient’. This 
was spoken about in relation to being a nurse against professionals from other 
disciplines within the multidisciplinary team:
“Because sometimes as a nurse, you are the one who is best placed to sort o f  
ummm... give an indication o f what the patient or the service user may need, but then 
you may get a doctor, or consultant, who may come along, or may do something 
according to their own experience, or their own frame o f reference ” (P3)
Equally it was spoken about in relation to the nursing team in particular, and the 
frustrations against other nurses’ attitudes:
“Also umm it annoys me how staff are unwilling to sort o f umm be flexible, so I ’m 
annoyed by umm, I  think i t ’s about making things difficult fo r  people when they don’t 
be, they don’t need to be ” (P9)
Autonomous practice was recognised as a potential danger for developing discreet 
relationships and isolation from the team. An example of this was where nurses 
noticed themselves working one to one with a patient, in the absence of enquiry and 
overt observation from others. A few nurses gave specific examples of situations in 
which they felt influenced to step out of role, which were those in which they could 
guarantee a certain level of discreetness:
"And Ijust had to walk into my cupboard quietly ...and I  made sure, no staff saw that, 
it’s only it was between me and the patient (laugh) ” (PIO)
Conversely they felt more likely to hold back in crossing the boundary where they 
felt their practice was open to the scrutiny of others:
“What happened is, payphone is situated in the day area, and lots o f  patients are 
congregated in the day area. So...for me... it was more physical in the sense that, I  
couldn’t then make that call for him, because everyone would be watching” (P3)
It was therefore considered that a ‘secret’ type of relationship could develop over 
time, through increased autonomous working with the patient, and that this could be 
actively encouraged by the patient, to help build a unique relationship:
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“They can tell you so many things about themselves, and then they’d expect you to 
tell them something as well, then that would be some sort o f a little secret, where the 
two o f  you they they will feel that ok “with this particular nurse. I ’m able to tell this’' 
(P7)
In summary, it appeared nurses recognised the benefits of working as a team in 
managing boundary issues, however their own views about the patient’s wellbeing 
and how best to manage their care could occasionally jar with those of the wider 
team, and in these scenarios they could be likely to step out of role. Equally greater 
autonomous practice led to more opportunities to step out of role, in the absence of 
inquiry from others.
6. Awareness o f patient intentions
This theme highlights the role nurses believe patients play in ‘conditioning’, which 
actually appears to be a precursor for them for holding boundaries in place. Nurses 
believed that patients often had a motive in mind when requesting the nurse to do 
something which would require crossing a boundary, although they were not always 
clear what this motive was. Where nurses began to be aware of such motives, 
particularly if they felt the patient was acting in a subtle way to achieve this, they felt 
more likely to hold the boundaries and not to step out of role. Nurses talked about a 
turning point in which they recognise this process was occurring:
“I  feel like initially I  was influenced, but then I  realised, that they were actually 
trying to get me to do something, and then I  sort o f I  sort o f it, the moment I  realised 
I  was being ‘played’ my responses changed. ” (P9)
Some people talked about this process as being ‘played’ as above, or on a few 
occasions the word ‘manipulated’ was used. One nurse attributed this as relating to 
being part of the patient’s Personality Disorder diagnosis, although no other 
participants made reference to the patient’s diagnosis as of significance. Rather than 
succumb to this, nurses felt this only resolved their desire to pull away and not ‘give 
in’ to the patients’ demands:
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“So actually the more I  feel pulled, the more I ’ll just pull back, so how I  put that as 
an idea... i t ’s when I  notice myself being pulled. I ’m more likely to step more in role 
you know ” (PIO)
Nurses described the used of flattery and charm by patients to try and entice them to 
step out of role, but again where they were able to recognise such strategies being 
utilised, they were aware of the need to be vigilant to potential crossings:
“I  think, no matter how charming the person might be, you might think “ohhh how 
can he do this, he’s such a charmer or something” and you you you relax, but those 
are the ones (laugh), where you need to be careful. ” (P4)
Whilst the Personal Identity theme refers to the blur between nurses’ professional 
and personal lives, these appeared to be on their terms. In contrast, nurses spoke of 
attempts by the patient to over-personalise their relationship as unwanted and 
recognised this as a potential crossing of the boundary:
“But umm (pause) the effect it had on me with (patient initials), he was sort of, 
getting too much attached...trying to get across the boundary o f the..that therapeutic 
relationship you know?” (P5)
Either it was noticed that the patient was beginning to form too close an attachment, 
or they had the view that the relationship itself was that of a friendship, rather than a 
professional one, as one nurse described:
“He said “oh you know I  get on so well with you, you know, we ’re just like mates 
you know ” and he said err “whenever I ’m on my leave...you know, can we meet up 
and have a drink? You know, in the pub, there’s nothing wrong with it” (PI 1)
It appeared whilst nurses may have felt more likely to step out of role with patients in 
playing out their own personal roles, when patients tried to push for a more familiar 
type of relationship, this was met with feelings of discomfort, and therefore they 
were less likely to develop into boundary crossings.
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DISCUSSION
Summary of findings
The aim of this study was to develop an understanding of the processes that preceded 
nurses’ experiences of feeling influenced or ‘conditioned’ to cross boundaries with 
patients in forensic settings. This was in the context of several inquiries highlighting 
the significance of such processes in terms of risk management, yet a paucity of 
literature, particularly empirical data, which recognised how these processes were 
understood. A summary of the findings is discussed below.
A content analysis of the repertory grids found 11 different categories associated 
with feeling conditioned to step out of role. These included categories related to 
having strong, positive regard for the patient (high empathy, positive relationship, 
feeling relaxed around them, seeing them as ‘good’), having a strong emotional 
connection with the patient (a desire to care for them, a desire for them to do well, a 
strong emotional pull), knowing the patient for a long period of time and using the 
nurse’s ovm judgement, without consideration of policy or the consequences of the 
actions. The author acknowledged this provided a raw basis of multiple factors which 
appeared to be associated with nurses feeling influenced to cross boundaries in small 
ways. However this analysis alone did not provide a sense of how well these findings 
were supported by participants’ broader descriptions.
Thematic analysis of the transcripts allowed for deeper exploration of these ideas.
The findings identified six key themes. The first related to decision-making, in 
which nurses identified conscious reflection on a decision reduced the likelihood of 
stepping out of role. This contrasted with crossings made based on unconscious, ‘gut 
instinct’. Nurses discussed scenarios which made the decision-making process more 
‘clear cut’. The second theme related to nurses viewing the patient more as a 
‘person’ with whom they could identify with outside of forensic settings, which was 
particularly aided by those patients whom were viewed as ‘well’. The third theme 
identified over-familiarity, both with the patient and the system, as related to feeling 
influenced to step out of role. The fourth theme highlighted the nurses’ personal 
identity, in which a blurring of roles and desire to be seen as a ‘person’ themselves 
developed, which could lead them to step out of professional role. The fifth theme
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related to the nurse as part of a wider team, and that professional isolation and 
splitting from the team was believed to be associated with stepping out of role. The 
final theme identified where nurses felt a particular motivation or ‘pull’ by the 
patient, they were less likely to feel influenced to step out of role.
In comparing the results, the content analysis findings appear to be supported by the 
broader analysis, with little differentiation or contrasting views. Those categories in 
the content analysis which related to being guided by personal judgement and lack of 
awareness of consequences have been captured by the main theme of decision­
making. Those categories which suggest high empathy, seeing the patient as ‘good’ 
and wanting the patient to do well appear to be captured by the theme of shifting 
from patient to ‘person’. The theme of over-familiarity seems to encapsulate the 
categories from the content analysis of feeling relaxed around the patient and 
knowing them for a long time. The personal identity theme appears to capture 
within it, the category of having a strong desire to care for the patient. The category 
of feeling a strong emotional pull from the content analysis is less clear, and there 
may be some overlap between several of the themes, including the depth of 
engagement subtheme and shift from patient to ‘person’ theme.
The implications and limitations of these findings will now be discussed in relation 
to how they support or contrast with the previous literature. The applicability of the 
findings to forensic services will also be discussed, as well recommendations for 
future research.
Implications
The findings from this study aim to offer some preliminary ideas to understanding 
the area of ‘conditioning’, in light of a lack of empirical data. Some theories 
described these processes as ‘manipulation’, and consider various ideas of how 
boundary transgressions may be allowed to occur.
The theme described as relating to the nurse’s personal identity appears to be of 
particular interest in supporting those theories which suggested a psychoanalytic 
perspective could be helpful in understanding the development of boundary
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transgressions. This theme suggests that where nurses notice a blur between their 
personal and professional lives, including somewhat replaying their personal roles 
with the patients, this was likely to lead them to stepping out of role. This therefore 
appears to be supportive of both Cognitive Analytic theory and the idea of reciprocal 
roles (Ryle & Kerr, 2002) in the therapeutic relationship, but discussed in the 
findings as also relating to the nurses’ personal patterns or roles of interacting (Ryle, 
1998). The findings suggest there are particular roles being played out, pertaining to 
ideas of caring and protecting e.g. ‘carer vs. cared for’ and ‘protector vs. protected’. 
However there was less evidence suggestive of more ‘extreme’ roles being played 
out, such as those of being a ‘lovesick’ clinician (Gabbard & Lester, 2002), which 
may fit at the level of exploring boundary crossings, rather than more severe 
boundary violations. Within this theme was also the finding that in order to care for 
the patient, nurses may feel influenced to step out of role to avoid hurting them in 
some way, which is similar to the notion proposed by Melia et al. (1999).
The Personal Identity theme contained the idea that bringing their personal self to 
work helped the patient to see them as a ‘real’ person. This again appears supportive 
of Gorkin (1987)’s view stating the use of self-disclosure, which many nurses used 
as examples of boundary crossings within this theme, as aiding a desire to be seen as 
human. It appears to pertain to the broader issue, addressed in the introduction, that 
nurses are often faced with a quandary, in holding in mind both the custodial and 
caring functions of their role. Such aspects of nurses’ personal identity, such as 
qualities of being caring and supportive are therefore necessary, but perhaps the 
difficulty arises where the balance is tipped too much in favour of this direction, as 
described in Hamilton’s seesaw model of boundaries (2010).
Bowers (2003a; 2003b) offered the most detailed description of ‘manipulation’, 
which was hypothesised as occurring prior to boundary crossings. The findings here 
appear to have some applicability to the subtypes of ‘manipulation’ that Bowers 
(2003a) described as ‘conditioning’ and ‘dividing’. This may be in terms of forming 
a ‘special relationship’ with the patient, perhaps by viewing them more as a ‘person’, 
and splitting within the team. The process occurring prior to boundary crossings, as 
suggested by nurses in this study, was described as being more likely to be that of an 
unconscious one. This is somewhat supportive of Bowers’ latter theory in his paper
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on ‘manipulation’ (2003b) and also Brown’s philosophical perspective (1997), in 
which he states the process bypasses rational capacities. Equally nurses suggested 
that where you can engage in conscious reflection and decision-making, this can help 
heed the process. Boundary crossings have been considered to be potentially useful, 
but only if the act is premeditated and there is consideration of context (Gutheil & 
Gabbard, 1998). This was well supported by nurses descriptions of their decision­
making processes, whereby they recognised it may be appropriate to step out of role 
for the benefit of the patient, and yet also acknowledged the dangers of acting on 
instinct.
Where the theories of ‘manipulation’ proposed by Bowers (2003b) appear less 
applicable in understanding boundary crossings is the one-directional focus that is 
applied towards the client ‘doing’ to the clinician. In particular, the definition of 
‘manipulation’ by Bowers (2003a), that describes purposeful intent from the client.
In fact the findings here suggest a greater focus on the nurses’ influences and 
thinking towards the client, and where nurses view an intentional, ‘manipulative’ act 
from the client; they actually appeared to hold the boundaries more firmly in place.
The ideas within the theme of decision-making have clear implications for the 
suggestions offered for greater internal reflection in daily practice (Sarkar, 2004). 
This was articulated clearly by one nurse, who through undertaking the repertory grid 
interview found she was able to consider something more clearly about a particular 
boundary crossing with the opportunity to reflect on it:
“What is so amazing is that I ’ve just realised now which I  had known but i t ’s so, you 
never know actually how it is when you until you look at it critically” (P ll).
However alternative suggestions, such as screening staff members who may be 
‘vulnerable’ to difficulties in being influenced to step out of role, were considered 
weak arguments from the outset. The findings here suggest, in relation to boundary 
crossings, it is more appropriate to think of this as a process which can occur for 
anyone, in that all nurses have a personal life which may be mirrored in interactions 
with patients at work.
There are also some themes which have emerged from the study, which do not 
clearly relate to the small amount of previously available literature and would
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warrant further study. This included the theme of how patients can be viewed over 
time as a ‘person’, through their progress in the system and the nurses’ 
identification with them over shared experiences and similarities. This theme 
suggests potential difficulties could arise in daily practice with those patients whom 
nurses feel more in tune with, and view as able and ‘well’. It would also be 
interesting to consider whether there is an overlap between this theme and that of 
‘personal identity’, and an overall larger interaction between the two. This 
intuitively would make sense, as the more the nurse may feel identified with patient, 
the more this could lead to playing out certain types of reciprocal roles and a blurring 
of identities. Other interactions between themes may include the idea that increased 
over-familiarity, through frequent contact, may precede and then lead to increased 
autonomous working and isolation from the team. The depth of engagement with a 
patient may particularly serve to strengthen the splitting mechanism that the 
individual ‘knows them best’, against the wider team.
In conclusion, nurses appeared to identify unconscious processes, within themselves 
which lead to stepping out of role, such as viewing the patient as ‘normal’ , drawing 
from personal identity roles in interactions, and developing an over-familiarity 
along the way. To the extreme, this may lead to isolation from other team members. 
In contrast, holding on to team working, having clear and transparent decision­
making which considers risk and policy can help nurses to avoid this. The findings 
from the study appear to show support that the antecedents to boundary 
transgressions are often unconscious, and support psychoanalytic concepts such as 
transference and counter-transference (Dieckmann, 1976). This is in contrast to the 
idea that nurses are being manipulated directly by the patient, which appeared to 
have an opposite effect on nurses, them choosing instead to hold boundaries more 
firmly. This view may have been held due to an increased awareness of 
‘manipulation’ as a factor to be consider in working with forensic client groups, such 
as those with a Personality Disorder (Deans & Meocevic, 2006). Therefore nurses 
may feel more able to spot this process occurring, but with potentially less awareness 
on exploring issues in relation to their own inner processes whilst working with 
patients.
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Limitations
It is acknowledged that the content analysis, conducted on 11 participants’ grids, 
provided a small amount of data to be categorised. This is particularly evident with 
the small number of items within each category, with the highest number being only 
seven items. Therefore wide applicability of this data should be considered with 
caution. However this analysis did provide a useful platform for exploring the factors 
in more detail, using thematic analysis.
Completing two analyses may have had the potential to bias the author’s viewpoint 
of the latter analysis. However this was felt to be addressed by the use of additional 
perspectives in supervision, and with colleagues using thematic analysis, to discuss 
the coherence of the research themes. The thematic analysis was also completed in a 
systematic, rigorous way, complying with the guidelines set out by Braun and Clark 
(2006), which aim to make it a more ‘scientifically’ considered approach. The 
thematic analysis would inevitably be influenced by the content of the grids, as this 
formed the content of the interview which was analysed, however the added 
discussion at the end of each interview allowed for views not expressed in the grid to 
also be analysed.
The author recognised the topic area was conceptually abstract, and therefore it was 
important to consider the best methodology to explore it. Whilst the repertory grid 
methodology was highlighted for its positive attributes, it is acknowledged it also has 
some limitations. This includes some of the underlying philosophical stances which 
underpin the methodology, such as the dichotomy corollary (Kelly, 1965). Whilst 
this would suggest all implicit constructs are considered as bipolar scales, this may 
not necessarily be the case. Some ideas may be held in mind in shades of grey. This 
was particularly considered during the study where some participants had difficulties 
in expressing the opposing side of the construct. The use of language also had to be 
carefully considered when devising the repertory grids, and a critique of the study 
could be whether or not the use of ‘feeling influenced’ captures the idea of 
‘conditioning’ processes and whether ‘stepping out of role’ appropriately represents 
the idea of boundary crossings. This was somewhat addressed by having a 
preliminary discussion before starting the grid interview to socialise the participant to 
the area of boundary crossings.
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Using repertory grids allowed participants to choose whether they gave detailed 
descriptions of the situations in which boundary crossings occurred. In some cases 
individuals chose not to disclose, and this may have restricted the richness of the 
data. However choosing to undertake an open-ended interview process, as an 
alternative, may have inhibited several participants, who chose not to disclose 
details, from participating entirely.
The latter was an important issue, in that the study experienced several recruitment 
difficulties. This appeared to be due to the work demands on nurses, and the 
additional pressure that participation may have placed on the rest of the team, in 
terms of shift numbers. There also appeared to be some level of reluctance to talk 
about the area of boundaries, as many expressed they did not wish to be seen as ever 
crossing boundaries, in spite of this being normalised. Practicalities of conducting the 
interviews using voice recorders were also difficult, and required advanced 
permission. However this often jarred with nurses only being aware of their shift rota 
at short notice. This co-ordination of practicalities therefore restricted the recruitment 
of participants, and ideally having around 20 participants may have benefited the 
study, particularly for adding further weight to the content analysis.
In terms of the findings, the author considered whether the explanations for crossing 
boundaries may have been influenced by a desire to give socially acceptable answers. 
For example, it may have been the case that nurses did not feel able to place ‘blame’ 
or responsibility on the client. Equally they may have only felt comfortable giving 
socially desirable types of boundary crossings, which they considered less likely to 
provoke embarrassment. A counter-argument perhaps is that many of the findings 
could equally be described as being uncomfortable for nurses to acknowledge e.g. 
identification with the patient or drawing from personal roles in interacting with 
them, and yet the participants in this study felt able to talk about these areas.
In terms of the sample itself, it is acknowledged that this study has focused on the 
viewpoints of nurses solely, and that the findings may only be applicable to this 
group. This could particularly be the case where other disciplines hold different 
definitions for boundaries, or work in different contexts e.g. psychologists have the 
external boundaries set of being able to leave the ward at the end of the session time. 
The author also acknowledged the impact of environmental influences on the
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research, where previous issues of boundaries in the services may have impacted on 
the participants’ views of such topics.
Many of the inquiries in the literature were focused on events which occurred in high 
secure settings, where this type of research is arguably most needed. However the 
author experienced difficulties in gaining access to these settings. It is worth 
considering why such research may have been hard to engage with. Any research in 
this area becomes sensitive by the nature of investigating institutions which are 
‘closed’, and the staff practices within it. Lee (1993) offers a typology of research as 
threat, which includes i) intrusive threat (highlighting low-level practice), ii) threat of 
sanction (information elicited could be used against individuals) and iii) political 
threat (research which can lead to private and public inquiries). It is clear all three 
areas are applicable to the forensic mental health field, which is already scrutinised 
heavily. However the solution is summed up clearly in Adshead & Brown (2003): ‘I f  
the forensic profession is to convince society that is it a worthwhile endeavour, then 
it urgently needs to engage in research that will highlight good practices and provide 
information to change bad ones ’ (p. 103).
Finally, although the findings tell us something of how nurses can feel influenced to 
step out of role, it does not extend to placing value judgements on these. Objectively, 
many of the themes are helpful and necessary to nurses’ daily working. For example 
it is important that the patient is viewed as a ‘person’, particularly in the context of a 
recovery-orientated service to patients (DOH, 2009). Equally it is important to build 
strong engagements with patients, high empathy for them and for nurses to develop 
confidence in their own judgements. As stated previously, it is important to consider 
these ideas as still relevant, but appropriate to the context, and in that respect these 
findings should not be considered a reason for ‘throwing the baby out with the bath 
water’.
Applicabilitv to clinical work
The findings can aid our general understanding of the area of boundary crossings and 
what preceding processes affect them. They also have implications for clinical work 
in forensic settings, specifically relating to improving practice and risk management.
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The role of Clinical Psychologists in supporting the implementation of these findings 
will also be discussed.
Supervision
All forensic nurses are required to have regular clinical supervision, although what is 
provided often varies and lacks clear definition (Lyth, 2000). An audit of the work 
conducted by Clinical Psychologists working in forensic settings (Gudjonsson & 
Young, 2007) suggests providing supervision is a core part of their role, both to their 
own profession and other multi-disciplinary team members, such as nurses. The 
author suggests the findings from this study could be usefully incorporated into 
supervision provided for nurses in forensic settings, specifically relating to those 
themes around personal processes for the nurse, and conscious decision-making. As 
discussed in the introduction, whilst supervision can be provided generally, it appears 
more useful to tailor this more specifically when considering issues of boundary 
crossings, particularly to the individuals’ needs (Fowler, 1996).
In practice, this would be best provided in supervision utilising a reflective 
framework, which has been identified as an integral component of supervision 
(Fowler & Chevannes, 1998). It would be useful for Clinical Psychologists providing 
supervision to nurses in forensic settings, to hold the findings from this study in 
mind, and to ‘listen’ out for any key areas in supervision. These may include where a 
nurse discusses similarities between themselves and the patient or patients whom 
they feel they have a strong rapport with, as well as any comparisons made to those 
roles they play out in their own lives. Further exploration of these areas can be 
elicited through Socratic questioning and guided discovery techniques (Beck &
Beck, 2011). In this way nurses can be encouraged, in an open non-judgemental 
way, to consider those aspects of working with patients which resonate with them in 
their own lives, and this holding as much weight in supervision as those patients 
whom they are finding more difficult to work with. Secondly, the role of conscious 
reflection in avoiding boundary crossings was highlighted in the findings, as were the 
benefits of taking part in the study itself to critically reflect on boundary 
transgressions. Therefore supervision could also incorporate an opportunity for
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nurses to bring similar situations to those discussed in the study, with the opportunity 
to reflect on those processes which may have preceded them. In this way greater 
reflection on those aspects of practice which are viewed as going ‘well’ will no 
longer remain under the radar, and can be explored in a transparent way.
Training
Another component of the Clinical Psychologist’s role in forensic settings is to 
provide teaching and training to others, in order to support continuing professional 
development (CPD) for all (Gudjonsson & Young, 2007). There appears to be 
implications for incorporating these findings into training programmes for those 
working in forensic settings, particularly around risk management. Alongside general 
teaching on boundary management, and the importance of this, it appears helpful for 
nurses and wider disciplines to understand something of how boundary 
transgressions can come about. Training could aim to disseminate an understanding 
of those aspects which may leave an individual to feel more vulnerable about 
crossing boundaries (e.g. personal influences, over-familiarity and isolation from the 
team), versus those aspects which act as a buffer (e.g. conscious reflection and 
recognition of policy and risk). It may also be useful for clinicians to further consider 
the dilemma inherent in the dual role of providing care and being a custodian. 
Although this dilemma has been discussed previously (Martin & Street, 2003), the 
findings from this study suggests a need to recognise how personal influences from 
their own life can impact on holding this balance, and how clinicians can avoid 
tipping off the balance of Hamilton’s seesaw model (2010).
Providing and accessing such training would therefore require collaboration with 
senior managers in the healthcare organisations, potentially aided by recognition of 
the risk implications of ignoring boundary issues. The greater aim of disseminating 
these findings to different disciplines would be to allow boundary issues to become a 
socially acceptable topic to talk about, and to tackle any potential stigma attached to 
experiencing boundary transgressions.
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Team work
The findings from this study suggest that increased isolation from the team could 
lead to a greater likelihood of boundary crossings occurring. As discussed, the notion 
of ‘splitting’ (Segal, 1973) is already familiar to mental health professionals in 
institutional settings (Main, 1957), and therefore the use of reflective practice groups 
to manage dynamics have been advocated and utilised in forensic settings (Aiyegbusi 
& Clarke-Moore, 2009; Gordon & Kirtchuk, 2008), often led by a Clinical 
Psychologist or Psychotherapist. This study would offer further support for the use of 
these types of groups, as they can explore the concerns of individuals or several team 
members of such processes occurring. It may be useful to incorporate within these 
groups, discussions around the perceived consequences for those who express views 
opposing those of the wider team, and how these can be managed.
Finally, without wanting to impose too much structure on a reflective space, it may 
be useful for group members to bring specific experiences, in which they have felt 
influenced to step out of role, for consideration by the wider group. This has been 
shown to be useful in a mental health setting where students reflected on critical 
incidents (Gould & Masters, 2004), and the same may be useful on the issue of 
boundary crossings. Whilst this may feel difficult at first, again the wider aim would 
be to make such issues socially acceptable and discussed in an open and transparent 
manner amongst teams, as part of risk management and fostering cohesive team 
working.
Future research
The findings from this study have aimed to explore only a small part of this larger 
research area. Future recommendations would include sharing the findings with 
nurses, potentially in a focus group, which would allow for further elaboration and 
validation of the findings. A long-term research aim would be to develop a model of 
how boundary transgressions may manifest in forensic settings, which could be 
subsequently tested. Evaluating the impact of providing information from these 
findings into training and supervision could be another area of study e.g. measuring
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change in staff confidence in managing boundary transgressions, or even the number 
of transgressions occurring themselves.
There are still many aspects to boundary transgressions which require further 
exploration. These include further research on boundary violations, specific to 
forensic settings, and boundary crossings in general, beyond psychotherapeutic 
relationships. Research looking more specifically at the ‘slippery slope’ theory of 
boundary transgressions (Simon, 1995) would also be helpful, in determining the 
prevalence of boundary crossings occurring prior to major boundary violations, and 
could be conducted as a retrospective study.
It is important to recognise the relevance of boundary transgressions to all 
professions working in forensic settings, not solely nurses. Therefore a replication of 
this study with other professional groups in these settings may be helpful to identify 
similarities and differences across team disciplines. Equally, although this area 
appears to have high relevance to forensic settings, it would be important to broaden 
the applicability, through further research, to other areas of mental health work. This 
is given the importance that maintaining clear boundaries has to working with 
patients, families, and carers, across physical and mental health care.
Conclusion
In conclusion, this study has aimed to explore how nurses in forensic settings 
understand the processes which may ‘condition’ or influence them to cross 
boundaries. Inconclusive findings in previous literature suggested either that staff 
were ‘manipulated’ by the client, or that that there was an interactional affect 
between the clinician and client. The findings from this study suggest that nurses 
tend to draw on internal and often unconscious processes when feeling influenced to 
step out of their professional role with a client. Such processes include drawing from 
personal identity roles, viewing the patient more so as a ‘ normal person’, which 
combined with the longitudinal environmental impact of working in forensic settings, 
may lead to feelings of over-familiarity and working in professional isolation. In 
contrast nurses viewed conscious attempts at ‘manipulation’ by patients as more 
likely to inhibit rather than influence them to engage in boundary transgressions.
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These findings make a useful contribution to an under-researched area but are 
suggestive rather than conclusive due to the modest nature of the study and 
consequent limitations. However these findings may have applicability to the field of 
Clinical Psychology, in providing training, supervision and facilitation of reflective 
practice groups, which focus on exploring boundary transgressions, and managing 
the potential escalation of these into risk incidents in forensic settings.
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MAJOR RESEARCH PROJECT PROPOSAL FORM
This form should be completed by the trainee and submitted by the deadline in the 
handbook. The form should be signed by both supervisors but must be signed by at 
least the University supervisor. This indicates to the review panel that your 
supervisors support your proposed study, lack of signature will be taken as lack of 
support. When preparing this document it would be helpful to consider what you 
would include when writing the Introduction and Method sections for your MRP.
Remember to give a draft to your supervisor(s) for comments before submitting the 
final version and allow time for this process.
Trainee’s Name: Manveer Kaur
Project Title; ‘Manipulation’ in forensic settings: Nurses’ understanding and
experiences of being ‘manipulated’ within the nurse-client 
relationship as a precedent to boundary crossings.
Introduction
Background and Theoretical Rationale (499 words')
Several Home Office reports into major security breaches at prisons and secure units 
have identified ‘conditioning’ of staff as an integral precursor to the incidents (e.g. 
Fallon, 1999; Woodcock, 1994). The reports appear to indicate that such 
‘manipulation’ (as used more frequently in the literature) resulted in staff developing 
over-familiar relationships with clients/prisoners, leading to boundary violations.
This appears to have serious implications, given that the ability to maintain treatment 
boundaries is a vital competency for psychiatric nurses (Petemelj-Taylor, 2003), and 
is an even greater necessity within forensic settings, which appear to rely on 
relational security as much as physical security to ensure appropriate risk 
management (Department of Health, 2007).
Gutheil & Gabbard, (1993) identified a distinction between boundary crossings (acts 
which involve stepping out of the usual framework, but not harming or exploiting the 
client) and boundary violations (acts which exploit or harm the client). However 
Sarkar (2004) considered if staff continue to cross boundaries, this may lead to major 
violations, which Simon (1995) identified as the 'slippery slope' phenomenon. 
Therefore it appears important to appropriately identify any preceding processes, 
such as ‘manipulation’, occurring within the nurse-client relationship, to avoid 
further escalation.
To date several articles in the nursing literature have identified the term 
‘manipulative’ used in reference to those with a diagnosis of personality disorder
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(e.g. Deans and Meocevic, 2006; Woollaston & Hixenburgh, 2008). Bowers (2002) 
proposed six subtypes of manipulation, which included 'conditioning’, through 
interviews with nurses. Bowers (2003) and several other authors (e.g. Brown, 1997; 
Gatward, 1999) have also proposed possible theories behind why ‘manipulation’ may 
occur, from philosophical and academic perspectives e.g. due to ‘idealisation’ of the 
professional.
However there is a paucity of research looking at manipulation, particularly on 
gaining empirical data from nursing staff on their understanding of 'manipulation' 
within the nurse-client relationship. This may be due to the self-deceptive nature of 
‘manipulation’ (Gabbard, 1996; Gatward, 1999), alongside the potential for 
embarrassment for staff amongst their peers (Bowers, 2003). Brown (1997) 
considered the utility for nursing staff to be able to reflect on how ‘manipulation’ 
may be present in their day-to-day working and Sarkar (1994) stated 'it appears 
boundary violations take place when therapists choose action over reflection', hence 
highlighting the detrimental effects of overlooking ‘manipulation’.
This research would aim to further refine our understanding of ‘manipulation’ from 
nurses' experiences in forensic settings, particularly prior to boundary crossings. In 
terms of the implications for Clinical Psychology, a better understanding of this 
concept will firstly aid in supervision of nursing staff in their therapeutic work, 
through appropriate identification when ‘manipulation’ appears to be occurring, to 
help avoid boundary violations and support nurses in their work. Secondly such 
understanding can be used to influence nurses’ training, of which Clinical 
Psychologists may be involved, as part of greater consultation working. Finally such 
exploratory work on nurses can act as a foundation for future research with Clinical 
Psychologists, given the move to working with more 'complex' client groups, and 
may aid with formulation of client behaviour.
Research Questions
What constitutes as ‘manipulation’ in forensic inpatient work with clients?
Main Hypotheses (for quantitative studies only)
N/A
Method
Participants
To recruit twelve registered mental health nurses (two for the pilot and ten for the 
study) working in forensic units, initially in Trust.
These services will include:
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To approach managers of these services within this trust initially, but approach 
services in other trusts if not able to gain full sample.
Although there are no clear guidelines on appropriate sample size for this technique, 
several studies appear to use between six to ten participants, and Grudge & Johnson 
(2007) considered ten to be the optimum number for generating constructs.. This 
sample size is also practical for the scope and duration of the MRP. There is a large 
potential pool of participants, however response-rate may be low within this due to 
busy nature of the work, and perhaps some reservations about the subject matter of 
the research.
Inclusion criteria: Registered nurses, more than 1 year’s experience working in 
forensic inpatient settings, working full-time in current service.
Exclusion criteria: English not a first language, less than 1 year’s experience and 
limited experience of working directly with client, bank/agency nursing staff.
Design
Qualitative design using Repertory Grid interview technique. 
Measures/Interviews/Stimuli/Annaratus
1) Information sheet about the study
2) Consent form
3) Repertory Grid (Based on Kelly’s Personal Construct Theory)
- To design grid using the following elements:
o A client whom you felt ‘manipulated’ by, and found yourself stepping 
outside of your professional role with/crossing boundaries, 
o A client whom you felt ‘manipulated’ by, but held your boundaries,
o A client with whom you have not felt ‘manipulated’ by.
o A work colleague whom you felt ‘manipulated’ by
o A non-work contact whom you felt ‘manipulated’ by
o Self
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- To use elements to elicit constructs using triadic method.
- To develop 5-point rating scale grid following this incorporating both 
elements and constructs.
Procedure
1. Ring managers of the services in first instance to discuss study and rationale, 
and aim to set up a meeting if interested.
2. Meet with managers and discuss request to access sample of nurses (to hand 
out information sheet for study/ask managers to discuss study at team 
meeting/ask to attend team meeting to discuss directly)
3. Do pilot study initially of two repertory grid interviews to ensure elements 
appear valid, able to generate constructs etc. and adjust if necessary.
4. Meet with participant 1:1 and explain rationale for study, using information 
sheet again, and if willing to participate ask to sign consent form.
5. Undergo Repertory Grid Interview as detailed above and record responses 
(offering breaks etc. if necessary).
6. Debrief about the study (to be considered if recruiting nurses from same 
service, may need to debrief at end of data collection)
7. Analyse data
Ethical considerations
Confidentiality -  To ensure participants of anonymity in the study (i.e. all their data) 
and confidentiality of what is discussed re. personal client information. However if 
the participant discloses any major boundary violation e.g. sexual relationship with 
client, abuse etc., or appears to be at risk of harm to self or others, the participant 
needs to be informed it will be necessary to break confidentiality.
Sensitive information -  Although the interview technique does not require 
participants to describe in detail specific incidents of manipulation or boundary 
crossings, the topic may elicit some uncomfortable emotions in the participant. 
Therefore participants will need to be debriefed and signposted to appropriate 
support if necessary.
Name of Ethics Committee: NHS Ethics & Faculty Ethics 
R+D Considerations
Study will require R&D approval, aiming for 1 Trust to recruit from and therefore 
R&D approval from just one department in first instance.
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Name of R+D department:...
Proposed Data Analysis
Data could be analysed by mixed methods. Beail (1985) suggests various statistical 
analyses including principal component analyses to study quantitatively, which could 
be used alongside content analysis.
Service User and Carer Consultation / Involvement
To consult with service user group on their views of the study. It may appear 
potentially controversial in terms of the terminology of ‘manipulation’ involved, and 
therefore it may be appropriate to consider alternative language to be used and clarify 
the responsibility lying with the professional groups to maintain boundaries in spite 
of any ‘manipulation’ processes.
Also to consult service users/nursing staff as to the accessibility of any information 
sheets/consent sheets/proposed elements to be used.
Feasibility Issues
o Sensitivity of the topic: Nurses may be reluctant to take part due to potential 
fear of judgement or feeling unable to disclose boundary crossings. It may be 
useful to clarify the definition of a boundary ‘crossing’ as opposed to a 
‘violation’, and that this is likely to occur for most mental health 
professionals. Also to emphasise rationale for the study and confidentiality.
o Ability to reflect and recognise boundary crossings: Participants may find it 
difficult to self-reflect and recognise incidents of boundary crossings. This 
difficulty may be tackled by giving appropriate examples and prompts, whilst 
being aware of not leading. This difficulty could also be aided through the 
pilot interviews, to ensure the elements are valid for gaining constructs.
Dissemination Strategy
o In first instance aim to publish study in nursing journals, 
o Also consider discussing findings with nursing training programmes, to 
incorporate within the training, 
o Present at seminars/research conferences.
Study Timeline
o See attached Gantt chart (Appendix 1).
References
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Minutes from Major Research Project Proposal Review Meeting
Trainees must record feedback from their MRP Review Panel on this form. They must send 
these minutes to the Research Tutor on their Review Panel no later than 2 weeks following 
the date of the Review. Once the Research Tutor has approved and signed them, a copy of 
the minutes should be sent to the Research Director and to the trainee’s MRP supervisors.
Trainee Name: Manveer Kaur
Review Date: 15.11.2010
Reviewers: ■ ■ ■ ■ ■ ■ ■ ■ ■
University
Supervisor: Fiona Warren
Project Title:
‘Manipulation’ in forensic settings: Nurses’ understanding and 
experiences of being ‘manipulated’ within the nurse-client 
relationship as a precedent to boundary crossings.
Overall Assessment: The reviewers discussed that overall they liked the outlined 
project; they believed the research area was interesting and 
they approved of the use of the repertory grid method to 
explore this. The reviewers asked for further clarification in 
considering the sample population, the moral stance in 
investigating the area and the terminology employed in forensic 
settings. Overall the reviewers gave the project a favourable 
opinion.
Rationale: The reviewers requested clarification as to the rationale for 
using nurses in this study. MK discussed that from experience 
of working in forensic settings, nurses have the greatest contact 
time with clients on a daily basis and would therefore be most 
likely to experience ‘manipulation’ within their therapeutic 
relationships, and this would impact most on their care.
Research
Question(s):
The reviewers considered the current research question would 
benefit from referencing the use of nurses in the study and the 
use of the Repertoiy Grid Technique. A proposed research 
question was suggested as:
What constitutes as ‘manipulation’ for nurses in forensic 
inpatient work with clients, using a repertory grid design.
Design: The reviewers approved of the use of a repertory grid design to 
study this topic. The reviewers suggested it may be helpful to 
clarify terminology and give examples for e.g. boundary 
crossings, to aid individuals who may be less familiar with 
forensic settings.
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Ethical Issues: The reviewers discussed the moral stance taken in asking 
nurses to consider instances they had ‘been manipulated’, 
which may suggest the clients assume responsibility or blame 
for behaving negatively towards them. M K considered it may 
be necessary to explore nurses’ current beliefs as such, as the 
current literature suggests them to be, with a v iew  to the results 
addressing these v iew s, by impacting on clinical supervision. 
H owever M K and the reviewers considered this would benefit 
from further discussion in consultation with nurses before 
embarking on the project. A lso  the term inology used in the 
elem ents o f  the grid could be adapted.
Anticipated /
Practical
Difficulties:
The reviewers asked M K to consider how to address any 
difficulties in recruitment. M K discussed recruiting from  
alternative trusts i f  there are difficulties in getting an 
appropriate sample size. The reviewers also suggested  
analysing the data as single case studies, using discourse 
analysis, i f  only able to recruit small numbers.___________
Other Comments: U SE  ADDITIO NAL B O X  BELOW .
R eview  Outcome:
RT to tick: Proposal Given a Favourable Opinion X  
Proposal not Given a Favourable Opinion □
RT Reviewer 
Signature:
Academ ic Reviewer  
Signature:
Date: 1/12/2012
Date: 1/12/2012
RD Signature: Date:
Minutes from Major Research Project Proposal Review Meeting 
Additional Comments for Trainee / Supervisor
Trainee Name:
Reviewers:
University Supervisor:
Project Title:
Additional Comments:
209
APPENDIX C- NHS ETHICAL APPROVAL LETTER
210
APPENDIX C
NHS
National Research Ethics Service
06 September 2011
Miss Manveer Kaur
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Trust
University of Surrey
Guildford
Surrey
GU2 7XH
Dear Miss Kaur 
Study title:
REG reference:
'Conditioning' in forensic settings: Nurses' understanding of
■ 'eonditidh’ng' p ro cesses withm the therape utic relationship, 
as a precedent to boundary crossin gs.
Thank you for your letter of 15 Ad§tI§T20nT1^P^ding to the Committee's request for further 
information on the above research and submitting revised documentation.
The further information was considered in correspondence by a sub-committee of the REC. A list of 
the sub-committee members is attached.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for the above 
research on the basis described in the application form, protocol and supporting documentation as 
revised, subject to the conditions specified below.
Ethical review of research sites
NHS sites
The favourable opinion applies to all NHS sites taking part in tjie study, subject to management 
permission being obtained from the NHS/HSC R&D office prior to the start of the study (see 
"Conditions of the favourable opinion" below).
Non-NHS sites
Conditions of the favourable opinion
The favourable opinion is subject to the following conditions being met prior to the start of the study.
Management permission or approval must be obtained from each host organisation prior to the start 
of the studv at the site concerned.
Management permission ("R&D approvai") should be sought from all NHS organisations involved in 
the study in accordance with NHS research governance arrangements.
APPENDIX C CONT.
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Guidance on applying for NHS permission for research is available in the Integrated R esearch 
Application System  or a t http://www.rdforum.nhs.uk.
Where a NHS organisation's role in the study is limited to identifying and referring potential 
participants to research s ite s  ("participant identification centre"), guidance should be sought from the 
R&D office on the information it requires to give permission for this activity.
For non-NHS sites, site m anagement permission should be obtained in accordance with the 
procedures o f the relevant host organisation.
Sponsors are not required to notify the Committee of approvals from host organisations
It Is the responsibility of the sponsor to ensure that all the conditions are complied with 
before the start of the study or its initiation at a particular site (as applicable).
Approved documents
The final list of docum ents reviewed and approved by the Committee is a s  follows;
Document Version D a t e :  :
Covering Letter 27 June  2011
Investigator CV 21 April 2011
Letter from Sponsor 05 July 2010
Other: CV - Supervisor 21 April 2011
Participant C onsent Form 2 09 August 2011
Participant Information Sheet 1 02 June  2011
Protocol 1 18 October 2010
REC application 22 June 2011
R eferees or o ther scientific critique report 01 Decem ber 2010
R esponse to R equest for Further Information 15 August 2011
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangem ents for Research Ethics 
Committees (July 2001) and complies fully with the Standard Operating Procedures for R esearch 
Ethics Committees in the UK.
After ethical review
Reporting requirements
The attached docum ent “After ethical review ~ guidance for researchers" gives  detailed guidance on 
reporting requirem ents for studies with a favourable opinion, including:
• Notifying substantial am endm ents
• Adding new sites and investigators
• Notification of serious b reaches of the protocol
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these  topics, which is updated in the light of changes 
in reporting requirements or procedures.
Feedback
You are invited to give your view of the service that you have received from the National R esearch
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Ethics Service and the application procedure, if you wish to make your views known please use  the 
feedback form available on the website.
Further information Is available a t National Research Ethics Service website > After Review
__________________Please quote this number on all correspondence_____
With the Committee’s  best wishes for the success of this project 
Yours sincerely
..ill
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UNIVERSITY OF
SURREY
Dr Adrian Coyle
Chair: Faculty o f Arts and Human Sciences Ethics 
Committee 
University of Surrey
Manveer Kaur
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey
Faculty of
Arts and Human Sciences
Faculty office 
AD Building
Guildford, Surrey GU2 7XH UK
Ti +44 (0)1483 689445 
F; +44 (0)1483 689550
www.surrey.ac.uk
4"’ November 2011 
Dear Manveer
Reference; 658-PSY-11 (FEO/NHS)
Title of Project: ‘Conditioning’ in forensic settings: Nurses’ understanding of 
‘conditioning’ processes within the therapeutic relationship, as a precedent to 
boundary crossings.
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has given a favourable 
ethical opinion.
If there are any significant changes to your proposal which require further scrutiny, 
please contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
Dr Adrian Coyle 
Chair
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Miss Manveer Kaur 
Trainee Clinical Psychologist 
Flat 49
Enterprise Place 
Woking 
GU21 6AD
13 December 2011
Dear Miss Kaur,
Research Title: Conditioning' in forensic settings: Nurses' understanding of
conditioning' processes within the therapeutic relationship, 
as a precedent to boundary crossings.
Chief Investigator: Miss Manveer Kaur
Principal Investigator:
Project reference: J
Sponsor: University of Surrey
Following various discussions your study has now been awarded research approval. 
Please remember to quote the above project reference number on any future 
correspondence relating to this study.
Please note that, in addition to ensuring that the dignity, safety and well-being of 
participants are given priority at all times by the research team, host site approval is 
subject to the following conditions:
In addition to ensuring that the dignity, safety and well-being of participants are given 
priority at all times by the research team, you need to ensure the following:
" The Principal Investigator (PI) must ensure compliance with the research protocol and 
advise the host of any change(s) (eg. patient recruitment or funding) by following the 
agreed procedures for notification of amendments. Failure to comply may result in 
immediate withdrawal of host site approval.
■ Under the terms of the Research Governance Framework, the PI is obliged to report 
any adverse events to the Research Office, as well as the REC, in line with the protocol 
and sponsor requirements. Adverse events must also be reported in accordance with 
the Trust Accident/Incident Reporting Procedures.
■ The PI must ensure appropriate procedures are In place to action urgent safety 
measures.
■ The PI must ensure the maintenance of a Trial Master File (TMF).
Terms and conditions o f Approval, version 1.1 13/12/2011
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F The PI must ensure that all named staff are compliant with the Data Protection Act, Human Tissue Act 2005, Mental Capacity Act 2005 and all other statutory guidance 
and legislation (where applicable).
" The PI must comply with the Trust’s research auditing and monitoring processes. All 
investigators involved in ongoing research may be subject to a Trust audit and may be 
sent an interim project review form to facilitate monitoring of research activity.
■ The PI must report any ca ses  of suspected research misconduct and fraud to the 
Research Office.
■ The PI must provide an annual report to the Research Office for all research involving 
NHS patients. Trust and resources. The PI must also notify the Research Office of any 
presentations of such research at scientific or professional meetings, or on the event of 
papers being published and any direct or indirect impacts on patient care. This is vital 
to ensure the quality and output of the research for your project and the Trust as a 
whole.
■ Patient contact; Only trained or supervised researchers holding a Trust/NHS contract 
(honorary or substantive) will be allowed to make contact with patients.
■ Informed consent; is obtained by the lead or trained researcher according to the 
requirements of the Research Ethics Committee. The original signed consent form 
should be kept on file. Informed consent will be monitored by the Trust at intervals and 
you will be required to provide relevant information.
■ Closure Form: On completion of your project a closure form will be sent to you 
(according to the end date specified on the R & D database), which needs to be 
returned to the Research Office.
■ All research carried out within 
Trust must be In accordance WMMlhe pnncples set out ,n Iflie Department" o f  R eâW s
Research Governance Framework for Health and Social Care 2005 (2"'^  edition).
Failure to comply with the conditions and regulations outlined above constitutes research
misconduct and the Research Office will take appropriate action immediately.
Please note, however, that this list is by no means exhaustive and remains subject to
change In response to new relevant statutory policy and guidance. If you have any queries
Yours sincerely.
Terms and conditions o f  Approval, version 1.1 13/12/2011
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18 O ctober 2011
D ear Miss Kaur
Re; ‘Conditioning’ In forensic settings: nurses’ understanding of ‘conditioning’ processes within the
precedent to boundary crossings
R&D Reference Number
I am p leased  t o m ^ i ^ h a M j i e a b o v e ^  received a  full R&D approval, and  you m ay continue
your research  May I take this opportunity to remind you that during
the course of your resea rch  you will be expected  to en su re  the following:
Patient contact: only trained or supervised resea rch ers  who hold the appropriate Trust/NHS contract 
(honorary or full) with each  T rust a re  allowed contact with that T rust’s  patients. If any resea rch er on the 
study d o es not hold a  contract p lease  contact the R&D office a s  soon a s  possible.
Informed consent; original signed co nsen t form s m ust be kept on file. A copy of the co nsen t form 
m ust also be p laced in the patient’s  notes. R esearch  projects a r e  subject to random  audit by a  m em ber 
of the R&D office Who will ask  to s e e  all original signed  co nsen t forms.
Data protection: m easu re s  m ust be taken to en su re  that patient d a ta  is kept confidential in
accordance with the D ata Protection Act 1998.
Health and safety: all local health & safety regulations w here the research  is being conducted  m ust 
be adhered  to.
Adverse events: ad verse  events or su sp ec ted  m isconduct should be reported to the  R&D office and 
the Ethics Committee.
Project update: you will be  sen t a  project update form a t regular intervals. P lea se  com plete the form 
an d  return It to the R&D office.
Publications: it is essen tia l that you inform the  R&D office about any publications which result from 
your research .
Ethics: R&D approval is based  on the conditions se t out in th e  favourable opinion letter from the 
Ethics Committee. If during the lifetime of your research  project, you wish to m ake a  revision or 
am endm ent to your original subm ission, p lease  contact both the  Ethics Com m ittee and  R&D Office a s  
soon a s  possible.
• P lease  en su re  that all m em bers of the research  team  are  aw are of their responsibilities a s  
researchers.
W e would like to Wish you every su c c e ss  with your project.
Yours sincerely
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^  UNIVERSITY OF
SURREY
RESEARCH PARTICIPANT INFORMATION SHEET
Dear
I would like to invite you to take part in a research study. Before you decide you 
need to understand why the research is being done and what it would involve for 
you. Please take time to read the following information carefully.
What is the purpose of the study?
My name is Manveer Kaur and I am a second year Trainee Clinical Psychologist at 
the University of Surrey. I am conducting this research for my thesis.
This study aims to explore the experience of ‘conditioning’. This is where we feel 
influenced by a situation, and because of this we can change the way we behave at 
times. This can happen in different relationships and types of work in forensic 
settings. The study will aim to gain a better understanding of ‘conditioning’, to 
support staff members working in forensic units with their relationships with clients.
I am looking to recruit 10-12 registered nurses who have more than 1 year’s 
experience of working in forensic inpatient settings, and who have, at some time, felt 
influenced to change their behaviour with different clients.
Why have I been invited?
The study is open to all nurses working in forensic services. You will be a registered 
nurse with more than 1 year’s experience of working in these types of settings.
Do I have to take part?
It is completely your choice to participate or not. If you do decide to participate you 
will be asked to sign a form recording your consent. If you do decide to take part you 
are still free to withdraw at any time during the interview, without giving a reason, or 
after the interview until a finalised date when data will have been analysed.
What will happen if I take part?
To participate, you would be asked to take part in an interview lasting 1-1 Vi hours 
in a quiet location at your place of work. This will involve me asking you to think 
about differences
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and similarities between situations where you felt influenced or not influenced to 
change your behaviour working with different clients. The interviews will be 
recorded, but will only be accessed by the researcher and research supervisor. You 
will not have to give any names or identifying details about the individuals you are 
discussing, and all personal information will be kept confidential.
What are the possible disadvantages of taking part?
It is fully acknowledged that some questions I may ask may feel sensitive or 
embarrassing, but you are able to withdraw from the study at any time, and also talk 
about anything which may be causing your discomfort.
What are the possible benefits of taking part?
We cannot promise that the study will help you. However, the research project will 
allow you to have time and space to reflect on your experiences at work and these 
may be helpful to go on and discuss with supervisors in supporting your work. 
Potentially this research may help to influence future training and supporting staff 
members working in difficult settings which can be complex and demanding.
What if there is a problem?
Any complaint about the way you have been dealt with during the study or any harm 
you might suffer will be addressed. If you have any concern about any aspect of this 
study you should ask to speak to the researcher who will do her best to answer your 
questions. If you remain unhappy and wish to complain formally you can do so by 
contacting the project’s Research Supervisor, Dr Lynne Millward.
Will my taking part in the study be kept confidential?
All information collected about you throughout the course of research will be kept 
strictly confidential. Your name and other identifying information will be kept 
securely. Some parts of the data collected by this research will be looked at by 
authorised persons from the University of Surrey (Sponsoring organisation). All will 
have a duty of confidentiality to you as a research participant.
Any anonymised data relating to your participation will be kept for 5 years post 
research project submission after which it will be destroyed.
Are there any reasons where confidentiality may be breached?
If you disclose information during the interview which leads to sufficient concern 
about your safety or the safety of others it may be judged necessary to inform an 
appropriate third party, such as a supervisor or manager, without formal consent. 
Prior to this occurrence the researcher’s project supervisor will be contacted to 
discuss any possible concerns, unless the delay would involve a significant risk to 
life or health.
What will happen to the results of this research study?
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The results will be written up in the form of a thesis for the purposes of gaining a 
Doctoral qualification in Clinical Psychology and the findings will be shared via 
academic publication and/or presentations. Participants will not be identified in any 
report or publication.
Who has reviewed the study?
All research in the NHS is looked at by an independent group of people called a 
Research Ethics Committee to protect your safety, rights, dignity and well-being.
This study has been reviewed and given a favourable opinion by the NHS Research 
Ethics Committee who have raised no objections on ethical grounds.
Due to the academic nature of the research this project has also been subjected 
to a peer review by the University of Surrey Doctoral Programme.
Further information and contact details
Should you have any further questions or any concerns about this study please do not 
hesitate to contact the researcher or her research supervisor on the contact details 
provided below.
Thank you for taking time to read this information.
Kind Regards,
Manveer Kaur Dr Lynne Millward
Trainee Clinical Psychologist Research Supervisor
Department of Psychology Department of Psychology
University of Surrey University of Surrey
Guildford Guildford
GU2 7XH GU2 7XH
m.kaur@surrey.ac.uk l.millward-purvis@surrey.ac.uk
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RESEARCH PARTICIPANT CONSENT FORM
Name of researcher: Manveer Kaur, Trainee Clinical Psychologist.
Study: Experiences o f ‘conditioning’ in forensic settings.
Please initial box
1. I confirm that I have read and understand the information sheet 
dated 02.06.2011 (Version 1) for the above study. I have had the 
opportunity to consider the information, ask questions and have had 
these answered satisfactorily.
2. I understand that I am free to decline entry into the study and I am 
able to leave the study at any time without giving a reason.
3. I understand that my interview will be recorded. I understand that 
only the researcher and research supervisor will have access to this 
recording and it will be stored in a secure location.
4. I understand that if I disclose information that involves concerns 
about my immediate safety or the immediate safety of others, the 
researcher may have to break confidentiality and inform my 
supervisor or manager without my consent.
I understand that relevant sections of the data collected by this 
research will be looked at by authorised persons from the University 
of Surrey (Sponsoring organisation). All will have a duty of 
confidentiality to me as a research participant.
6. I am aware that the findings from this study will be written up for a 
Doctoral Thesis and may be considered for publication. This may 
include direct quotes from my interview. All my data will be 
anonymised and no identifiable data about me or individuals I know 
will be used.
7. I agree to take part in the above study.
□
□
□
□
□
□
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Participant Signature: Date:
Researcher Signature: Date:
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APPENDIX L - REPERTORY GRID SCORING & ANALYSIS
PROCEDURE:
BASED ON HONEY’S SCORING AND CONTENT ANALYSIS
(1979a, 1979b)
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1. Identify’ reverse’ scores for the elements
Underneath the first row of the ‘top view’ scale (Appendix K), write the ‘reverse 
score’ for each element e.g. a score of 5 has a reverse score of 1, a score of 4 has 
a reverse score of 2 etc.
2. Identify ‘difference’ scores using ‘top view’ scale
Subtract each individual construct rating for each element against the ‘top view’ 
score for that element. Write this figure down in the top left hand comer of each 
cell. Write the total of these ‘difference’ scores on the right hand side of the 
construct (as seen on Appendix J).
3. Identify the ‘difference’ scores using ‘reverse’ score scale
Subtract each individual constmct rating for each element against the ‘reverse’ 
score scale for that element. Write this figure down in bottom right hand comer 
of each cell. Write the total of these ‘difference’ scores on the left hand side of 
the constmct (as seen on Appendix J).
4. Calculate the overall ‘difference’ scores
Calculation of the ‘difference’ scores allows the grid to overcome the effect of 
positive and negative constmcts on the left side of the grid. Subtract the scores 
for each constmct in Step 2 against the scores in Step 3 to gain the overall 
‘difference’ score. Write the overall score on the far right side of each constmct 
(as seen on Appendix J).
5. Ranking the ‘difference’ scores
The largest ‘difference’ scores suggest the most significant constmcts associated 
with feeling influenced. To complete the content analysis, rank each set of scores 
in each grid, from highest to lowest.
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6. Extracting the ‘top’ and ‘tail’ data set
Take the top third of the ranked constructs (highest ranked constructs) in each 
grid to form the ‘top’ data set. Take the bottom third of the ranked constructs 
(lowest ranked constructs) in each grid to form the ‘tail’ data set.
7. Categorising the ‘top’ and ‘tail’ data set
Type up the constructs from each data set, cut into strips, and then categorise the 
‘top’ and ‘tail’ set individually, according to common themes or factors. Ask an 
independent rater to also complete this process, then compare results and 
incorporate findings.
8. Compare the ‘ton’ and ‘tail’ data set categories
Compare the categories and individual construct items in the ‘top’ and ‘tail data 
set to look for distinct descriptions between the two sets. Eliminate any 
categories in the ‘top’ set where items appear equally or more so in the ‘tail’ set, 
as this does not suggest a consistent view on the salience of the individual 
construct to the overall theme of ‘conditioning’.
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Content analysis categories
High empathy with patient:
5
Can relate strongly to the client- cannot related at all to  client 
Strong em pathy -  Low em pathy
Related strongly to patient's feelings -  Did not relate to  patient's feelings 
W anted to  show  em pathy -  Did not want to  show  em pathy  
More em pathie -  less em pathie
Positive relationship with patient 
5
Patient is not sarcastic -  patient is sarcastic
Easy to  engage patient -  Difficult to  engage patient
Good therapeutic relationship -  Poor therapeutic relationship
Did not feel angry towards patient -  Felt angry towards patient
Can discuss openly with patient -  Cannot discuss openly with patient
"Good" patient 
4
Compliant p atien t-A rgu m en tative patient 
Good insight -  Poor insight
Inconsistent client behaviour -  Consistent client behaviour 
More mentally stable -  More mentally unstable
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Relaxed around patient 
5
No pressure to form a personal relationship -  Pressure to form a personal relationship
Did not feel too  personal -  Felt very personal
Staff m ore relaxed around client -  More guarded around client
Less cautious around client -  More cautious around client
Under pressure -  No pressure
Desire for patient to do well 
7
Strong m otivation for client -  No m otivation for client
Part o f patient's recovery path -  Not part o f patient's recovery path
Poor recovery level -  Good recovery level
W anted to make life 'normal' for patient -  Did not think about making life 'normal' for 
patient
Beneficial reasons for th e patient -  Not beneficial reasons for the patient 
Had a strong desire to help -  Did not have a strong desire to help 
Strong desire to help -  Less desire to help them
Desire to care for patient 
5
Felt sorry for the patient -  Did not feel sorry for the patient 
Patient needs to be looked after -  Patient did not need to be looked after 
W anted to show  support -  Did not w ant to show  support 
Patient w as distressed -  Patient was not distressed
Client going through difficult life event -  Client not going through difficult life event
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Patient known for a lone time
4
Patient new  to forensic services -  Patient very familiar with forensic services 
Long standing m ental illness -  Acute m ental illness 
Known client for long tim e -  Known client for short tim e 
Know client well -  Know client less well
Consequences of decision
5
No impact on the team  -  Affects your position in the team  
Risk to the public -  No risk to public
Not thinking o f long-term consequences -  Thinking o f long-term consequences  
No additional work in the long-run -  More work for you in the long run 
Allowed in the policy -  Not allowed in the policy
Guided bv own iudgement
6
Guided by s e l f -  Guided by policy
Independent o f policy -  Policy dependent
Professional principles not in mind -  Professional principles in mind
Judgem ent not m ade on m ental state -  Judgem ent made on mental state
Not necessary to have experience to make judgem ent -  Need experience to  make 
judgem ent
Used interpersonal sk ills -U se d  knowledge skills
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Strong emotional pull 
3
W as aware o f strong em otions -  Was not aware o f strong em otions  
Client attached to m e strongly -  Client not attached to  m e strongly 
Felt pulled by patient -  Did not feel pulled by patient
Mise
Involved people's happiness -  Did not involve people's happiness
Not concerned about patient's physical health -  Concerned about patient's physical health
Not effective in their charm -  effective in their charm
Relative/carer involved -  Relative/carer not involved
Eliminated constructs (due to equal or more weight within 'tail' data set)
Decision required thought: 3 top, 3 taii
W anted to change decision -  Did not think to change decision  
More reflective on situation -  Less reflective on situation
Ambiguous situations -  Clear cut situations
Controi: 2 top, 1 taii
Influenced by outside agency -  Determined in house
Felt I lost control -  Did not feel I lost control
Own responsibiiity: 2 top, 5 taii
Full role in situation -  No role in the situation
Entirely responsible -  Not responsible
Common simiiarities: 2 top, 5 taii
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More in com m on with patient -  little in com m on with patient 
Similarities in my ow n life at the tim e -  Different to  my own life at the tim e
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Use o f self 
exam ples to  
help patient
Positive 
reinforcem ent 
for patient
Showing
patient
alternatives
Bring self in to  
help
Blurred
boundary
Som e people  
have success 
with
disclosure to  
engage
P: And and err I kind of, because he w as like "oh oh 
right", so I can see  how I w as partly som ehow  
bringing m yself into to  the similar session  to say 
"you've actually done well, it could be worse" or 
som ething like that, so som eh ow  you find you can try 
to  bring yourself to  help them  in, and can struggle to  
find that err clear err clear line, but apparently som e  
people can do that well and break through through 
the patient in term s o f engaging and all o f that a
Tn4ngto
help
Blurred
boundary
Engagement
M: Mmm
Own
aw areness
Own com fort 
level with 
disclosure
P: But I think my aw areness com es into it, because I 
would rather hold back than bringing m yself in and 
holding back
Own
com fort
level
M: Mmm, so that you can use yourself som etim es to  
bring yourself in
Beneficial to  
patient
P: Yeah yeah, so like som etim es it can be beneficial to  
the patient if you do
Beneficial to  
patient
M: Ok, great, so if w e look at three m ore now, again 
is there any way that you notice that th ese  tw o are 
similar in som e way, about you, about the patient, 
the environm ent, or som ething else  that w as similar 
but different here?
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Decision could 
be passed to  
other team  
m em bers
More tim e to  
make decision
Benefits o f  
decision at
that tim e
Weighing up 
decision
P: Mmm (pause) let's see  now, I mean yes, I sort o f  
thought I could do it here, but then thought the night 
staff could do it, they have more hours, so I think it 
w as m e weighing err the beneficial effects at that 
tim e as w ell, because I could have given it to  him and 
then com es down in them  middle o f the night and 
then the night staff could decide, so I think I w eighed  
that one up
M:Ok
W eighing up 
decision
Own feelings
Gut feeling
Did not feel 
right
Unable to  
explain reason
Responsible in 
the situation
Difficult to
express self
Firm decision  
expressed
P: Ok, so it w as similar here in term s o f decision  
making here, weighing it up err (pause) refusing to  
take him on ground leave, but this w as actually m e, 
m e here. Because I rem em ber this strongly, this w as  
my gut feeling here, that it doesn 't feel right and I'm 
not going to  do it, and umm (pause) if it can not if the  
way I felt I have every reason, even if im not 
explaining, because you have to  take responsibility 
for w hatever happens, and you have to explain that 
and yes I w as struggling to put to  words to  exactly 
how  Im feeling, but I still said "I am not taking this 
patient out because I don't feel it is right"
Gut feeling
Responsibili
t y
M: Yeah yeah
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INITIAL THEMATIC MAP
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Initial Thematic Map (Final thematic map in main text)
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